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ABSTRACT 
INFLUENCE, PARTICIPATION, AND DECISION-MAKING IN 
INDIVIDUAL SERVICE PLAN TEAMS 
MAY 1987 
SANDRA FELDSTEIN, A.B., HUNTER COLLEGE OF THE CITY 
UNIVERSITY OF NEW YORK 
M.A., UNIVERSITY OF CONNECTICUT 
Ed.D., UNIVERSITY OF MASSACHUSETTS 
Directed by Professor Patricia Gillespie-Silver 
This study was designed to investigate the types 
and amounts of meeting participation by members of the 
professional and paraprofessional groups required to 
attend individualized service plan (ISP) meetings at an 
institution for persons with mental retardation. 
Ten ISP teams, at a single facility, were each 
observed during one annual review meeting. Only core 
team members, those required to be present, by law, 
were the subjects of observation; there were 70 such 
subjects. Observed at each meeting were a team 
chairperson, psychologist, nurse practitioner, nurse, 
social worker, instructor, and direct caregiver. Prior 
to the meeting, each attendee was asked to complete a 
questionnaire which included titles of all possible 
pairs of required team members plus the stimuli 
"physician" and "parent/guardian". Subjects selected 
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the member of each pair whose opinion was more likely 
to be honored in making decisions about client lives 
and programs. These responses were scaled by the 
method of paired comparisons. Team members were 
observed for 10 second intervals, in predetermined 
order, and their behavior during each interval scored 
as representing one of 9 categories. A second observer 
served as a check on reliability, during half the 
meetings. 
Results included an interval scale of perceived 
influence with physician at the top, despite lack of 
presence, and instructor as least influential. 
Chairpersons spoke in more than half the intervals 
while others ranged from about 3 to 20 percent. 
Speaking was not related to perceived influence. 
Most often observed were nonverbal (61%), off—task 
(10%), and provide information (6%). Conflict was rare 
and inconsistently handled. Only one team was present, 
in its entirety, for a complete meeting. 
Findings indicate that the historical power of 
medical personnel has maintained despite legal, social, 
and scientific changes in care and treatment but 
parents and guardians are also seen as influential. 
Observation yielded non-verbal, off-task, and absent 
team members. 
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CHAPTER I 
Introduction 
Background of Study 
Individual Service Plan team composition is 
legally defined in Title XIX of the Social Security Act 
(U.S. Department of Health, Education, and Welfare, 
1974) as "interdisciplinary teams consisting of 
individuals representative of the professions or 
service areas that are relevant in each particular 
case" (p. 42). Such teams tend to be composed of a 
medical practitioner, psychologist, social worker, 
educator/vocational specialist, direct service 
provider, nurse, and representatives of other 
professions providing specialized services to 
particular individuals. In fact, Title XIX specifies 
educational and experiential requirements for all 
relevant professional disciplines, which enable a 
member of the profession to be designated as a 
Qualified Mental Retardation Professional (QMRP). 
Federal regulations are rather specific as to who 
is required to be involved in work with people with 
mental retardation, and as to what defines such 
professionals. Compliance to these regulations is 
necessary in order to maintain Federal funding of 
institutional programs. However, it is likely that 
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these regulations only served to codify conditions that 
have existed since the turn of the century in 
institutions. Physicians, educators, psychologists, 
social workers, nurses, and direct care workers have 
maintained prominent roles in American institutions 
since the beginning of institutionalization. These 
roles have changed within the contexts of advances in 
science and technology, changes in social conditions, 
and expansions in numbers of professionals with 
increased social and political influence; however, it 
appears that the relative influence of professional 
groups within institutions has remained stable and 
continues within Federally mandated ISP teams today. 
Statement of Problem 
The Individual Service Plan Team develops 
objectives and plans for residents living in 
institutions, for a year at a time. Therefore, these 
people, working together, would appear to exert much 
influence over the daily lives of institutionalized 
people with mental retardation. The manner in which 
these decisions are made, have been studied and 
reported, by only one group of researchers (Bailey, 
Theile, Ware, & Helsel-DeWert, 1982), although others 
have investigated similar teams at IEP meetings. 
The purpose of this study is to investigate the 
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type and amount of participation of various team 
members, to record techniques used by team members to 
resolve conflict, to determine the percentage of time 
core team members attend Annual Review meetings, and to 
investigate the perceived, relative influence of team 
members in client-related matters. This is an 
observational study of Annual Review teams. The group 
of team members observed were the psychologist, social 
worker, nurse practitioner, nurse, teacher, QMRP 
chairperson, and the direct care worker. A 
questionnaire investigating the perceived influence in 
the institution of the above professionals, with the 
addition of the physician and parent/guardians, was 
also included in the research. These groups of people 
were chosen both for their historical influence in 
institutionalization, and because they are mandated to 
attend Individual Service Plan meetings by Title XIX 
regulations. 
Physicians have always had a major influence in 
institutional decision-making. Their power extended to 
who was admitted and released, and to what services 
were delivered. Psychologists entered the 
decision-making process with the advent of mental 
testing, and the eugenics movement. Intelligence tests 
were considered very scientific, thereby raising the 
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status and power of the psychologist. However, the 
physician still exercised final control. Teachers, 
nurses, and social workers all had some influence in 
their own domains but because of poor training, low 
pay, and overcrowding of residents, were often employed 
interchangeably with direct care-staff, and by 
association their influence in the institution was 
lowered. Direct care staff, or attendants, exerted 
power in the ward, but never at the institutional 
level. They predominantly carried out decisions made 
by others. 
Title XIX was enacted, in part, to change this 
power hierarchy. Decisions were to be made by "teams" 
composed of a physician, psychologist, social worker, 
direct care giver, QMRP chairperson, and other relevant 
staff. These teams were to be interdisciplinary, with 
members from all disciplines sharing information, and 
devising a joint plan. 
Although these people do meet annually and 
quarterly for each resident, simply by calling a group 
of individuals a team, does not ensure that they will 
work cooperatively. While an interdisciplinary team is 
required by Federal mandate at Annual Review meetings, 
presumably to assure several points of view, relatively 
\ j_ 111 e is known about the manner in which decisions are 
actually reached. 
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The specific questions to be investigated are as 
follows: 
1. What is the mean number of speaking citations which 
fall in each of the following categories, for each 
discipline? 
a) Providing information about the client 
b) Requesting information 
c) Collaborative comments 
d) Making comments about other clients by name 
e) Conflict 
f) Off-task 
g) Procedural 
h) Attending/non-verbal 
i) Opinion 
2. Which methods are used to solve conflicts within 
the team? 
3. Do all core team members attend entire Annual 
Review meetings? 
4. What is the mean number of speaking citations for 
each discipline? 
5. Which teams members are perceived as more, or less 
influential in terras of client related decisions? 
Significance of Study 
There are numerous studies providing evidence that 
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Individualized Education Plan committee members make 
differential contributions and are afforded different 
degrees of status (Gilliam, 1979; Yoshida, Fenton, 
Maxwell & Kaufman, 1978; Goldstein, Strickland, 
Turnbull, & Curry, 1980; Ysseldyke, Algozzine, & Allan, 
1982). Only one group of researchers investigated the 
relative influence of professionals, paraprofessionals, 
and direct care staff at Individual Service Plan 
meetings (Bailey, Theile, Ware, & Helsel-DeWert, 1982). 
Professional staff were found to contribute most, with 
direct care staff having the fewest speaking citations. 
Yet it has been hypothesized that the more one 
participates in the planning team process, the more 
likely one is to implement the group’s decision 
(Yoshida, Fenton, Maxwell, & Kaufman, 1978). If that 
is true, then direct care personnel, the group most 
responsible for implementation of objectives, should be 
involved in formulating decisions. This was not found 
to be so in Bailey’s study. 
Another issue is the amount of clinical time 
professionals spend with residents. Although ISP 
meetings are important, in that participants decide on 
objectives and plans for an individual for an entire 
year, clinical time spent directly interacting with 
residents is essential if these objectives and plans 
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are to be met. Annual Review meetings usually last 
anywhere from one to three hours. It is necessary to 
know whether they are being run as efficiently as 
possible, and if they are always client centered. The 
issue of efficiency will become even more pressing as 
state operated community Intermediate Care Facilities 
(ICFs) open, and clinical staff find that they must 
spend part of their time commuting between residences. 
But efficiency without content is meaningless. 
The purpose of the ISP meeting is to give all the 
participants a chance to contribute to the 
decision-making process. This study will investigate 
whether this, in fact, is happening. The results will 
provide teams with information that could be used to 
shorten ISP meetings, while keeping them meaningful, 
interdisciplinary, and client-specific. 
Definitions 
Active Treatment - Regular participation, in accordance 
with an Individualized Service Plan, in a program of 
activities designed to attain the optimum physical, 
intellectual, social, and vocational functioning of 
which a resident is capable (Gardner, Long, Nichols, & 
Iagulli, 1980, p. 54). 
Advocate - An individual working on behalf of a 
resident to protect his/her rights and interests. 
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Assessment - Identifies a persons’ present strengths, 
abilities and developmental needs. 
Class Action - A case brought on behalf of those people 
named in a suit, and of all other persons in similar 
situations, to protect their legal rights and 
interests. 
Consent Decree - An out of court agreement reached by 
the parties in a suit, which may be formally approved 
by the court (Friedman, 1980, p. 158). 
Due Process of Law - A right to have any law applied 
reasonably and with sufficient safeguards, such as 
hearings and notice, to insure that an individual is 
dealt with fairly. Due process is guaranteed under the 
fifth and fourteenth amendments to the constitution 
(Friedman, 1980, p. 159). 
Equal Protection Under Law - A right not to be 
discriminated against for any unjustifiable reason, 
such as race or handicap. Equal protection is 
guaranteed under the fourteenth amendment to the 
constitution. 
Handicapped — As defined by section 504 of the 
Rehabilitation Act, it is anyone who: 
1. has a physical or mental impairment which 
substantially limits one or more major life 
activities; 
i 
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2. has a record of such impairment; or 
3. is regarded as having such impairment (Gardner, 
et al., 1980 , p. 54) . 
Individualized Service Plan (ISP) - A written report 
of the services to be provided to a resident for one 
year, based on an interdisciplinary assessment of that 
persons' developmental needs. 
Interdisciplinary Team - Those people responsible for 
program planning and service delivery, including 
relevant professionals, direct care staff, the 
resident, and his/her family or guardians. 
Least Restrictive Alternative - Those interventions 
into the life of a developmentally delayed individual 
that create the least disruption, yet are still 
effective in meeting that persons' needs. 
Mental Retardation - "A condition marked by deficits 
in adaptive intelligence (conceptual, practical, and 
social intelligence) that may or may not be accompanied 
by deficits in socioemotional adaptation" (Ellis, 1979, 
p. 518). Developmental disability is used 
interchangeably with mental retardation in this paper. 
Resident/Client - The general terms used to refer to 
developmentally disabled individuals who receive 
services from a residential facility. 
Prioritization - Listing of annual objectives in order 
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of perceived importance for the resident. 
CHAPTER II 
Review of Literature 
Introduction 
This review is divided into four parts. The 
initial section documents a brief history of the origin 
of American institutions for the mentally retarded and 
the social conditions that led to such development. It 
also details the conditions under which the physician, 
psychologist, social worker, teacher, nurse, and 
direct care worker, entered, and became established 
within such institutions. The next section contains 
descriptions of laws and court decisions that 
established the concept of ’’rights” for mentally 
retarded citizens and formalized the notion of 
interdisciplinary teams of professionals for making 
treatment decisions within institutions. The third 
section contains an examination of participation and 
influence within interdisciplinary teams charged with 
making treatment decisions. The final section includes 
an analysis of how conflicts arising among 
representatives of the diverse constituencies involved 
in the interdisciplinary teams can be managed in a 
manner consistent with the best interests of the 
individuals served by these teams. 
11 
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American Institutions for People with Retardation 
Institutions in the United States can trace their 
beginnings to the charitable homes for paupers, 
orphans, and vagrants. The first institutions 
emphasized admitting indigent children. They were 
austere, and lacked privacy and individuality. They 
were, however, physically and educationally an 
improvement upon the almshouses (Wolfensberger, 1975). 
The almshouse was a dumping ground, where children and 
adults, sick and healthy, tried to survive in close 
quarters. Education was not provided. In 1904, Edward 
Devine, who held a Ph.D. and a doctorate in law, 
suggested that all feebleminded and epileptic persons 
be removed from the almshouses and placed in special 
institutions. Although private institutions already 
existed he argued for state intervention for the poor 
and indigent disabled. Of epileptics he stated: 
With the sympathy and special attention 
given within the colony, patients are able to 
do an amount and kind of work that fully 
recompenses the state for it’s outlay on 
their behalf (Devine, 1910, p. 130). 
It was believed that since epileptics could only hurt 
themselves, and hurt society by reproducing, they 
should be separated permanently from society into 
custodial institutions. In order to convince the state 
to pay for institutionalization, it was important to 
13 
show that the inmates” would be self-supporting. 
Making a case for institutionalization of the 
feebleminded, Devine argued that: 
Feebleminded and idiotic persons, whether 
children or adults, are also more humanely 
cared for in special institutions created for 
them, and in many institutions, improvement 
in their physical and mental condition can be 
brought about (Devine, 1910, p. 130). 
Changing Attitudes 
In the mid 1800's when institutionalization of 
people with retardation began in this country, the 
institution was viewed as a school, not an asylum. In 
1851, Samuel Gridley Howe, who began the first 
institution in the United States, stated of the 
proposed school, "This establishment, being intended 
for a school, should not be converted into an 
establishment for incurables" (Howe, 1852, p. 27). 
Only those retarded individuals who were considered 
curable were considered acceptable candidates to be 
trained for work, and returned to the community. 
Making the "deviant person undeviant" was seen "not 
merely as a privilege or worthy charity, but a right of 
the retarded, and a duty of society" (Wolfensberger, 
1975). 
Although a noble idea at the time, institutional 
administrators soon realized that many of the retarded 
individuals accepted into the state schools could not 
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be cured or that they had no place to go when 
released. In 1904, Devine commented "Hope of greatly 
increasing the number of recoveries has not been to any 
great extent realized" (1910,p. 131). In 1866, Dr. J. 
L. Noyes, superintendent of the Minnesota Institution 
for the Education of the Deaf, Dumb, and Blind, 
reported that "two weak-minded children had to be 
dismissed from that institution, there being no 
facilities for their training, and the law limited the 
privileges of the institution to those of a capacity to 
incur instruction" (Hurd, 1916, p.863). A commission 
was established in 1879 to select "feebleminded" and 
"idiotic" persons out of hospitals for the insane, and 
to turn them over to the Minnesota Institution for the 
Deaf, Dumb, and Blind. This was considered an 
experiment. In 1881 the Minnesota legislature passed a 
bill establishing a permanent school, called the 
Department for the Training of Imbeciles and the 
Custody of Idiots (Hurd, 1916). 
It is important to be aware of the name of that 
institution. For although training is spoken of in 
professional journals throughout the history of 
institutionalization, after the 1880’s only those 
individuals that supposedly had the ability to learn 
were given instruction. All others were placed in 
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custodial care. 
In New York State, the retarded were classified 
into three categories: 
!• Teachable feebleminded children 
2. Feebleminded women of child-bearing age 
3. Unteachable idiots 
Only the first category of people were offered any 
education. The three groups were made to reside in 
separate institutions. By the late 1800's both 
professionals and the general public professed that 
retardation was directly inherited. Devine stated that 
"the custodial asylum for women has had an appreciable 
effect in lessening illegitimacy, and especially in 
preventing the propagation of various forms of 
degeneracy in which feeblemindedness is a connecting 
link from generation to generation" (Devine, 1910, p. 
131). 
One might ask what the institution was doing for 
these women. Were they receiving services, or were 
they institutionalized solely for society's protection? 
A. C. Rogers, editor of the Journal of Psycho-Asthenics 
in 1899, and Superintendent of an institution in 
Minnesota, suggested that feebleminded, maturing girls 
should be committed for life, and that "institutional 
authorities be armed with a legal commitment, to keep 
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these children from dangerous release, or to recover 
them in case of elopement or abduction” (Rogers, 1899, 
P. 74). 
Rogers also suggested that other feebleminded 
children be institutionalized for life. His rationale 
was that rather than being a form of punishment, the 
institution would become its own small society, adapted 
to the specific needs of it's inhabitants. Those 
living there would never have to compete with people 
outside of the institution. He describes institutional 
life as: 
having more of the character of emigration to 
a locality where the conditions of life are 
better adapted to the needs of such 
individuals. He associates with children of 
his own grade of intelligence. He is lifted 
to a higher moral plain by the teaching of 
selected teachers. He is taught some useful 
employment, and secures and takes pride in a 
standing in the little community. In the 
girl, the inevitable instinct of maternity is 
gratified and satisfied with the care of the 
little ones which are always found in 
such an institution (Rogers, 1899, p. 74). 
It is true that institutionalized men worked in the 
institution farms, bakeries, and shoe shops, and that 
the women tended to the young children. They did not 
have a choice, however. They were told where to go, 
what to do, and when to return. They were not paid for 
their work. Instead, they worked for the privilege of 
living in the institution. If their disabilities were 
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too great for them to be able to work, they were left 
on crowded wards with minimal care. 
The Rise of the Professional Class 
Coinciding with the political and moral demands 
for institutionalization of mentally retarded 
individuals in the late 1800s was the rise of the 
professional class in America. By 1840 the United 
States had already begun to commit itself to a "culture 
of professionalism" whereby both status and monetary 
gain were awarded to those who had certain degrees. 
Professional schools in law, medicine, theology, 
dentistry, and pharmacy grew from 35 in 1825 to 268 in 
1900 (Bledstein, 1976). 
Maintenance of the class structure contributed to 
the growth of institutions. Physicians, psychologists, 
social workers, and teachers all benefitted from the 
existence of institutions for people with retardation. 
Large numbers of professional people owed their 
livelihoods and social status to the institutionalized 
retarded (Braginsky, & Braginsky, 1971). The 
Braginsky's stated that this surplus population helped 
to maintain a stable social order. 
Often the basis for admission to training schools 
was not the individual's intellectual ability, but 
their dependence on the state for their maintenance. 
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At the point of admission, the person labeled retarded, 
whether true or not, began to act as such, in order not 
to displease those he saw as powerful (i.e. attendants 
and professionals). The professionals, in return, 
treated those people as deviant, and the cycle 
continued (Braginsky, & Braginsky, 1971). 
Methods of Admission and Release/The Power of the 
Physician 
In the first institutions, because educators and 
physicians believed that retardation could be cured, 
the state limited the time each resident was allowed to 
stay in an institution. In 1899 a new method of 
admission and residence requirements was introduced in 
one state, and supported by the editor-in-chief of the 
Journal of Psycho- Asthenics. The new method required 
all those seeking admissions be examined by two 
physicians. The physicians, appointed by the County 
Judge, were given the authority to commit individuals 
for an "indefinite period." In order to be discharged 
from the institution, permission had to be given by the 
Superintendent and the Controlling Board. 
Parents had no say as to whether their child could 
be discharged. They were not part of the 
decision-making process. Rogers explained why keeping 
decision-making in the hands of physicians was best. 
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He stated that this plan has an advantage over the 
method of placing children by agreement between the 
parent and Superintendent, in as much that the removal 
in unsuitable cases is absolutely prevented” (Rogers, 
1899, p. 74). 
The great fear was that young, retarded women 
would be released into the community. In 1896, E. P. 
Bicknell, the Secretary of the Indiana Board of 
Charities, strongly recommended that "feebleminded” 
women not be allowed to "mingle more or less freely in 
society," for the "immorality and demoralization which 
thus often accompany the feebleminded woman through 
life, leave in their train a harvest of illegitimacy 
and pauperism beyond the power of words to adequately 
portray" (Bicknell, 1896, p. 57). 
In a very early Special Education book, The 
Exceptional Child (1917), Dr. Groszmann reiterates the 
opinion of Bicknell. In favor of lifetime 
institutionalization of feebleminded women, he 
admonishes, "In so far as prostitution is the outcome 
of mental or moral defect, laws and police are 
powerless, only the intelligent guardianship of the 
state will prevail" (Groszmann, 1917, p. 227). 
Rogers stated that legal lifetime commitment would 
have another advantage. Parents, motivated by 
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sentiment could not take their children from the 
institution. Society would be protected. 
Institutional authorities would be armed with legal 
documents giving them full control over all 
institutionalized retarded individuals. At this point 
in time, all decision-making power was in the hands of 
the Superintendent, the Controlling Board, and two 
physicians. 
Alfred Binet, who developed the first intelligence 
test, wrote about physicians, and their role in the 
institution. He stated: 
Recently, at various congresses, we have seen 
doctors with the best intentions laying down 
educational programs, comparing the educative 
value of science with that of letters, and 
expressing a variety of opinions, no doubt 
very sensible, but with which the medical art 
had nothing whatever to do (Binet & Simon, 
1914, p. 88). 
In 1914 physicians were still the primary decision 
makers in institutions for the retarded. Psychologists 
had just recently begun to work in these institutions. 
Binet, being a psychologist, seemed to want to put the 
physician in his place. The physicians’ perceptions of 
their jobs seemed to be broadening, at the same time as 
the psychologists beginning involvement. 
The Psychologist Enters the Decision-Making Process 
It is usually thought that the psychologist’s 
first influence on institutions for the retarded began 
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with Binet’s Intelligence Scale in 1905. But two years 
prior to that, M. Bancroft, in her Plea for Expert 
Psychological Investigation, stated "If we secure the 
cooperation of the expert psychologist in our work, 
superintendents, teachers, and attendants, all must 
greatly profit.” She further stated that to accomplish 
that goal, institutions could ”appeal to the states for 
appropriations which will open each state institution 
to the trained psychologist" (Bancroft, 1903, p. 52). 
Although the plea for psychological investigation was 
made in 1903, psychologists first actually entered the 
decision-making process with the rise in the mental 
testing movement. Intelligence testing also coincided 
with the first sterilization laws. Society was looking 
for an excuse to institutionalize all "undesirables." 
The first attempted sterilization bill for residents in 
charitable institutions was passed by the Pennsylvania 
legislature in 1905, the same year as the publication 
of Alfred Binet's Intelligence Scale. Binet viewed his 
test only as a diagnostic instrument, and believed that 
intelligence was not a fixed quantity, but that it 
could be increased (Kamin, 1974). 
The major translators of the Binet test in the 
United States were Henry Goddard, at the Vineland 
Training School in New Jersey, Lewis Terman, at 
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Stanford, and Robert Yerkes, at Harvard. All were 
psychologists. It was their conclusion that the Binet 
test provided a fixed measure of innate intelligence, 
and could be used to separate those people who were 
genetically inferior. Terman, in 1916, wrote that 
intelligence tests expanded what was once considered 
feebleminded, to include milder defects. He maintained 
that "previous to the development of psychological 
methods, the low-grade moron was about as high a type 
of defective as most physicians or even psychologists 
were able to identify as feebleminded." He further 
argued "It is safe to predict that in the near future 
intelligence tests will bring tens of thousands of 
these high-grade defectives under the surveillance and 
protection of society" (Terman, 1916, p. 6). 
Terman, Goddard, and Yerkes were all involved in 
the eugenics movement before they became involved with 
testing intelligence. The psychologists in the 
institutions now had a tool that was considered very 
scientific. They gave tests and collected data. They 
helped decide whether people would be free or 
institutionalized. 
But physicians still had major decision-making 
power. Binet wrote in 1914 that there was much 
prejudice in favor of the physician, in the selection 
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of "defeccive" children. He stated that he had 
discussed this issue with many people, especially 
teachers, but their reply was always "that is the 
doctor's business" (Binet & Simon, 1914, p.88). Binet 
wanted psychologists and teachers to be more deeply 
involved in the process of classification, but the 
powerful presence of the physician was still too 
strongly felt. 
It was not until 1918, when California passed a 
compulsory sterilization law for the feebleminded, 
requiring the approval of a board which included a 
clinical psychologist holding the degree of Ph.D., that 
the psychologist gained legal power in the institution 
(Kamin, 1974). 
Before Title XIX and the concept of active 
treatment (that teams must assist each resident to 
acquire the skills and behaviors most appropriate for 
the least restrictive environment in which he or she 
can function) was enacted in the mid 1970's, the role 
of the psychologist remained as it had been in 1918. 
Their primary responsibility was to give tests. In 
1951, it was determined that psychologists in 
institutions spent 60% of their time in testing, 15% in 
therapy, 10% in research, and 12% in administration. 
Overcrowding in institutions must have accounted, in 
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part, for the small amount of therapy. The resident to 
psychologist ratio at the time was 882 to 1 (Bloom, 
1952). That is certainly not what is considered today, 
a workable caseload. 
A similar study, four years later, found few 
differences. Berger and Waters (1956) reported on the 
psychologists’ concept of his function in institutions 
for the retarded. They found that psychologists 
perceived themselves as spending half their time in 
evaluation, and the rest divided between research, 
therapy, counseling, and other duties. 
Another aspect of the study was the rating by 
psychologists of their satisfaction with the 
utilization of their skills, and their participation in 
decision-making. Low satisfaction ratings were 
recorded. The author concluded that "one of the 
reasons for this dissatisfaction might be that the 
professional services of the psychologists in state 
institutions are not as completely accepted, since they 
do not always participate in decisive conferences held 
by their administration dealing with the welfare of the 
patients" (Berger & Waters, 1956, p. 825). The 
administration, in the 1950’s was still composed solely 
of physicians. They still had final decision-making 
authority in all matters deemed important. 
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The Teacher in the institution 
Edouard Seguin, the father of special education 
for individuals with mental retardation, was the first 
person to bring educational reforms to institutions. 
Studying under Itard, Seguin in 1842 emigrated to the 
United States where he assisted Dr. Howe in the 
development of the Institution for Feeble-minded Youth, 
in Barre, Massachusetts, and the Experimental School, 
in Albany, New York (Sheerenberger, 1983; MacMillan, 
1977) . 
Seguin’s educational approach, called the 
"physiological method," encouraged many educators in 
the United States and Europe to attempt to teach 
mentally retarded persons. This method stressed the 
systematic training of sight, hearing, smell, taste, 
and eye-hand coordination. He used techniques of 
positive reinforcement and modeling. All children were 
trained. The non-ambulatory child was taught passive 
exercises, while those who were more capable received 
academic and vocational training (Sheerenberger, 1983; 
Storrs, 1950). 
At first, institutional schools tried to teach all 
children and return them to their homes. Moderately and 
severely retarded students were not excluded from 
special classes until 1915, when intelligence quotients 
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were used to decide who could best benefit by 
education. During the 1920s and 1930s, some parents 
institutionalized their children because they believed 
that they would be better educated in the institution. 
Special classes were mainly offered in large cities. 
Parents of retarded children living in rural areas, saw 
the institution as their children's only chance for an 
education (Sheerenberger, 1983). 
Yet the appropriateness of the education, and the 
skill of the teachers, was often substandard. Edward 
Devine, in 1910, wrote about the inadequacies of an 
institutional education. He said that "children come 
out of institutions almost wholly unfamiliar with the 
thousands of proficiencies and accomplishments which 
the boy at home, on the street, or in an ordinary 
school, picks up as a matter of course " (Devine, 1910, 
p. 117). He stated that the child in the institution 
does not learn to handle matches with safety, does not 
learn the value of money, and does not learn to protect 
himself from fire accident and illness. These issues 
are still problematic in institutions today. 
The only training available for teachers who 
wished to work with developmentally delayed individuals 
in the late 1800s and early 1900s was provided by 
institutional schools. Yet teacher training in these 
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institutions, wrote Groszraann in 1917, ’’suffered from 
two grave errors - one being that they were too short 
to afford thorough-going training; the other that they 
were advertised and utilized for the training of 
teachers in ungraded classes and of 'experts’ in 
testing children, when in the very nature of their 
organization they could be nothing more than courses 
for acquainting teachers with the problem of the 
feeble-minded’’ (Groszmann, 1917, p. 228). 
These educators, who had particularly difficult 
teaching positions, were ill-trained, low-payed, and 
given low status in their profession. In 1898 it was 
written ’’instruction in the preparatory school of most 
institutions is not as good as it should be, and their 
greatest mistake, usually, is that they very often 
possess too little teaching ability, and almost never 
have experienced teachers” (Frenzel, 1898, p. 150). As 
time passed, and the average age of residents 
increased, fewer teachers chose to work in 
institutions, and direct care workers often assumed 
those duties. Although sometimes given in-service 
training in the education of residents, these direct 
care workers, or attendants, lacked any formal 
education in the field. 
The Social Worker 
28 
Dorothea Dix was both a teacher and a nurse in the 
mid 1800s, but she is best known as a lobbyist for the 
humane care and treatment of the insane. Therefore, in 
a sense, she was one of the first to perform social 
work affecting the institutionalization of persons with 
mental retardation. Miss Dix, shocked by the 
conditions she saw in almshouses and jails, wrote a 
report that was presented to the legislature of 
Massachusetts, by Dr. Samuel Gridley Howe. As a result 
of the report, the legislators agreed to appropriate 
funds to enlarge the institution in Worcester. She 
then visited institutions in Rhode Island and saw the 
same type of conditions. She again wrote a report to 
the legislature, and as a result, the state insane 
asylum was improved. By 1848, Miss Dix had visited 27 
states and had observed the conditions in thousands of 
jails and prisons. She believed that only Federal 
assistance could finance the improvements needed in 
institutions. Miss Dix persuaded Congress to pass a 
bill appropriating 10 million acres of public land for 
the establishment of hospitals for the insane and 
institutions for the deaf. President Franklin Pierce, 
however vetoed the bill in 1854 on the grounds that 
only states could and should deal with charitable 
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activities. Federal assistance was not given to state 
welfare programs until the 1930s, but Miss Dix 
continued to work for social reform for the next 30 
years. She was personally responsible for the 
establishment of 32 new institutions for the insane, 
but perhaps of greater importance was that she layed 
the groundwork for the entire mental health movement. 
Social workers have always had connections to 
Mental Retardation institutions, but like teachers were 
often poorly trained and educated. In 1940, Florentine 
Hackbusch, a field representative for the Bureau of 
Mental Health, wrote about the social worker in the 
institution. She stated that "the social worker is now 
recognized as a professional person possessing a 
special body of knowledge and the skills that come 
from training and supervised experience (p. 170). 
Implied in that statement was that they previously 
were not recognized as professionals. In fact, the 
author maintained that in the past many people were 
classified as social workers, who might be more 
properly termed investigators. She cited the 
differences in social work qualifications at various 
institutions, ranging from a high degree of training, 
professional standing, high salary, professional 
affiliations, tenure, and work of professional quality 
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at four institutions; to low quality, non-professional 
work at most others, where "the so-called social 
worker’s duties were much more on the level of a clerk 
or attendant (Hackbusch, 1940, p. 170). 
This dichotomy between professionally trained 
social workers, and those with no specialized training 
but bearing the same title, still exists at 
institutions for people with mental retardation. There 
are both professionals with Masters Degrees in Social 
Work, receiving high salaries and rankings, and low 
level "social workers" taking residents on trips and 
doing assigned paper work. Within the Individualized 
Service Plan team, however, they both have the same 
title and duties to perform. 
The Ward Nurse 
Physicians and psychologists were involved in 
major institutional decisions. They decided whether 
people were admitted, where they were placed, whether 
they were sterilized, and if they would ever be 
released. The teacher remained in the classroom. 
These professionals were not involved in the day to day 
routines of the residents. The most powerful staff 
person on the ward was the nurse. She had overall 
responsibility for all the staff and clients in her 
assigned area. She controlled drug dispersals, and in 
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that way the passivity of the residents. She was the 
direct superior of all "attendant nurses," now called 
direct care workers. But her superior was still the 
physician. Observe, report, follow orders. This is 
the creed of the well-trained nurse, and the aim of all 
her training" (Howe, 1897, p. 76). The physicians 
rarely entered the wards, however, and the nurse was 
powerful in her domain. 
By 1957, institutions were overcrowded and 
understaffed. Nursing positions could not be filled. 
R. Kassler lamented, "the nursing profession and 
agencies employing nurses face daily, even hourly, the 
vexatious dilemma of too few workers to care for too 
many patients" (Kassler, 1957, p. 598). Because of the 
shortage of professional nurses, attendants were often 
required to perform nursing tasks. 
The Attendant: Guard of the Ward 
Attendants in the institution trace their 
beginnings to the start of custodial care. In 1898, J. 
Madison Taylor, addressed officers of institutions, 
stating, "for idiots, practically nothing can be done, 
except to provide them with items of comfort, and 
training in decency" (Taylor, 1898, p. 77). The 
attendant performed this job. Eugenic fears also 
shaped the duties of the attendant. To keep 
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'’feeble-minded” women from escaping the institution, 
the attendant had to become more of a guard, than an 
instructor. 
A 1966 State School Attendant's Guide had the 
following warnings for attendants: 
1. Don't be too trusting 
2. Never leave patients out of sight 
3. Watch patients carefully when in yard 
4. Always know your count 
5. Be sure you bring back the same number you 
take out 
6. At night, count patients heads (not lumps in 
bed) 
7. Guard your keys - keep attached to body - 
never loan your keys to patients (Belchertown 
State School, p. 21). 
Attendants were further warned about the necessity to 
observe residents during their showers, and not to 
waste restraint slips. Since attendants were given 
restraint slips that said p.r.n. (as needed) on them, 
they were able to physically restrain residents at 
will. They were also able to order seclusion for up to 
twelve hours for destructive, abusive, or violent 
behavior. After ordering seclusion, they were required 
to get consent from the physician. Attendants were 
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further required to keep "escapees in seclusion for 
twenty-four hours, and to withhold all their 
privileges for one month" (Belchertown State School, 
1966, p.18). 
These workers wore white uniforms or surgical 
coats. Residents could easily mistake them for 
physicians or nurses. Yet the only qualifications 
needed for the position was "a lot of plain common 
sense and a willingness to work" (Belchertown State 
School, 1966, p. 3). It was specifically stated that 
"It is not necessary to have special training in order 
to work with mentally retarded patients" (Belchertown 
State School, 1966, p. 3). Attendants, therefore, were 
untrained, but exercised considerable power in the 
ward . 
The Team Approach 
Although each professional discipline generally 
worked independently of the other disciplines in the 
institution, prior to the 1970s, it was suggested as 
early as 1918 that professionals work together for the 
benefit of the residents. W. B. Cornell, the medical 
director at the New York City Children's Hospital and 
School, stated that mental clinics needed to be devised 
employing physicians, psychologists, social workers, 
and nurses. In the clinics the "new mental tests and 
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evaluations, and the many other sides of the problem, 
could be cooperatively worked out” (Cornell, 1918, p. 
144). He also believed that the "feeble-minded" should 
be studied from all angles, and that the "social 
worker, the eugenist, the teacher and the psychologist 
have each important duties to perform" (p. 144). 
Cooperation among disciplines was again suggested 
in 1923 by Dr. H. W. Potter, Clinical Director of 
Letchworth Village, in Theills, New York. He declared 
that "no institution can run smoothly and efficiently 
unless all of it’s departments actively cooperate" 
(Potter, 1923, p. 13). He proposed a method of record 
keeping and staff meetings that was almost prophetic, 
as today’s institutions use a very similar method. A 
clinical organization was proposed that would perform 
four main functions: 
1. The thorough and systematic examination of the 
patient 
2. Specific recommendations as to training and 
treatment according to indications based on 
mental and physical needs 
3. Keeping permanent records of the findings and 
results of training and treatment in each case 
4. Research work (Potter, 1923, p. 14). 
To compile all that data, he suggested a record keeping 
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system that included statistical sheets, legal 
commitment forms, admission data, case histories, 
mental and physical examinations, seriolgical and 
laboratory data, institution school and industrial 
records, physician’s continued notes, and staff meeting 
notes. 
Institutional records today compile all the data 
suggested by Dr. Potter. Staff meeting notes are now 
Annual and Quarterly Review reports, as required by 
Title XIX of the Social Security Act. Under 
"physician's continued notes" Dr. Potter included the 
reports of attendants as well as the physician. He 
stated "in general, conduct, behavior, habits, 
occupation, recreation, and personality should be 
described" (Potter, 1923, p. 23). Today, rather than 
all notes being written by the physician, each of the 
above behaviors are evaluated by psychologists, 
teachers, occupational therapists, recreation 
therapists, speech therapists, and nurses. 
Dr. Potter even suggested staff meetings that were 
very similar in staff and purpose to the Annual Review 
meeting of today. He proposed that: 
The physicians, teachers, parole agent, 
social worker, and general supervising 
matrons should, in a general way, form the 
group and attend these meetings. At the 
meeting, the physician presents the clinical 
data, outlines the problem, the 
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patient is brought in and questioned, and 
then each person who comes in contact with 
the patient gives a brief sketch of him as 
they see him. A general discussion is 
encouraged and the various opinions and 
recommendations are noted (Potter 
1923, p. 26). 
Why these recommendations were not accepted is 
uncertain. It was not until Federal and State 
legislation mandated ’’interdisciplinary teams” that the 
recommendations first suggested in 1918 were adopted. 
37 
Legal Rights in the Institution 
Institutionalized mentally retarded individuals 
have traditionally been cared for under the "alms" 
model of services. Habilitation, education, and 
employment were granted as favors by administrators and 
professionals. If those favors were denied, the 
institutionalized person and his/her family had no 
recourse. But starting in the early 1970s, landmark 
legal decisions made the mentally retarded person a 
consumer, rather than an alms-seeker. Legal suits have 
aimed to improve services, and to stop abuses to the 
retarded individuals civil rights. Superintendents of 
institutions no longer have full control over whether 
services are granted or denied. Their power became 
limited by Federal and State mandates, and they became 
accountable to the courts for their decisions 
(Friedman, 1976). Staffing increased, habilitation 
services were required, yearly review of each 
individual's objectives and plans were mandated, and 
individuals were required to have the opportunity to 
live in the least restrictive environment available. 
Parents and guardians became involved as advocates for 
their wards, safeguarding their constitutional rights. 
Constitutional Rights 
Under the Constitution of the United States, all 
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people, regardless of handicap, have the following 
rights : 
a) the right to freedom of speech and expression 
b) the right to association 
c) the right to marry, procreate, and raise children 
d) the right to vote 
e) the right to meaningful and fair access to courts, 
including legal representation 
f) the right to privacy 
g) the right to be free from cruel and unusual 
punishment 
h) the right to equal protection under the law 
i) the right to an equal educational opportunity 
j) the right to an equal employment opportunity 
k) the right to freedom of religion 
l) the right to own and dispose of property 
m) the right to fair and equal treatment by public 
agencies (Gardner, J., et. al., 1978). 
These rights have never fully been achieved in 
institutions, and by looking at the history of 
institutionalization, one is aware that until Wyatt 
v. Stickney in 1971, developmentally delayed 
individuals living in institutions had none of these 
rights. 
marry or 
They were not free to demand services, nor to 
have children. To this day, marriage and 
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procreation rights are restricted in institutions. The 
right to vote is equally restricted. Although retarded 
citizens, who are not under guardianship, do have that 
right, they are often not provided with the necessary 
education to be able to exercise it. 
Legal advocates do exist within some institutions, 
but they are few, and late in coming. And similar to 
voting, very few institutionalized people have been 
trained in using the legal system, nor are they aware 
of their legal rights. They may be prevented from 
corresponding with an attorney, and thereby blocked 
from pursuing legal action. Even if they do get as far 
as the courts, the institution must provide the 
transportation, and the court building must be 
accessible. 
The right to privacy still does not exist in 
institutions. Although staff may try to protect 
resident’s privacy, large wards make this physically 
impossible. Historically, the right to be free from 
cruel and unusual punishment has been denied to 
mentally retarded people in institutions. Title XIX of 
the Social Security Act (Public Law 92-123) and State 
mandates made institutional staff legally responsible 
for the type of treatment they provided. Mistreatment 
became a criminal offense, thereby restoring to 
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retarded individuals, one of their constitutional 
f reedoms. 
Under the equal protection clause of the 
Fourteenth Amendment, the government may not deny a 
particular group benefits that it is giving to other 
groups. For handicapped people, that means that they 
have access to all the same services that are provided 
to non-handicapped citizens. Due process restricts the 
government from taking away an individual's rights 
without giving that person a chance to be heard. Due 
process is particularly important for institutionalized 
people, for it includes the idea of basic fairness. 
With due process, if the State restricts a person's 
liberty for the purpose of providing a service, as it 
does in institutions, then it is constitutionally 
required to provide that service (Gardner, et. al., 
1978). Therefore, if individuals are admitted to 
institutions for the stated purpose of rehabilitative, 
medical, and social services, then those services must 
be provided. 
Every child, regardless of handicap, has the 
constitutional right to equal educational 
opportunities. Until Federal and State laws, 
especially Public Law 94-142 required such, many 
institutionalized children received absolutely no 
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educational services. They remained in back wards, 
given minimal custodial care. Children presently 
residing in institutions all have access to a free and 
public education, or their parents have legal recourse. 
People living in institutions also have the 
constitutional right to freedom of religion. Since 
many individuals with developmental disabilities cannot 
travel to their place of worship without assistance, it 
is the responsibility of the institution to provide 
such assistance. Although institutionalized 
individuals also have the right to equal employment 
opportunities, they are not guaranteed a job. However, 
they are guaranteed, under the constitution, that they 
will not be eliminated from consideration because of a 
handicapping condition. Many retarded individuals have 
job skills, but they are not considered for employment 
because of stereotypes or fear (Gardner, et. al., 
1978) . 
Although all citizens are granted the same 
constitutional rights, it was not until the Federal 
Government and the States passed laws safeguarding 
these rights, that mentally retarded individuals living 
in institutions, were able to benefit from them. 
Judicial Decisions 
The court decisions concerning developmentally 
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delayed individuals could be divided into three major 
categories: 1) the right to individualized services in 
the least restrictive environment, 2) the right to 
educational opportunity, and 3) the right to procreate 
and marry. 
Individualized Services 
A crucial issue for institutionalized persons with 
mental retardation is the right to individualized 
services in the least restrictive environment. The 
first court case to establish this precedent was 
Wyatt v. Stickney in 1972. This case established 
the principle that the constitutional right to 
treatment requires "an individual treatment program; a 
humane physical and psychological environment; an 
adequate and qualified staff; and programs provided in 
the least restrictive manner possible" (President’s 
Committee on Mental Retardation, 1977, p. 100). This 
decision made history by ruling, for the first time, 
that deve1opmenta 11y delayed persons, involuntarily 
confined to state institutions, had the constitutional 
right to habilitation. The Wyatt court also 
specifically ordered the state of Alabama to have 
minimum staffing ratios, individualized evaluations of 
residents, habilitation programs, and physical and 
nutritional requirements. A Human Rights Committee was 
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appointed by the court for Partlow State School, which 
included a resident of the school, "to ensure that the 
dignity and human rights of the residents were 
preserved" (Friedman, 1976, p. 59). 
Suits similar to Wyatt v. Stickney were filed 
in Federal court soon after. The Massachusetts case, 
Ricci v* Greenblatt in 1972 , resulted in a Consent 
Decree reaffirming the constitutional rights of 
residents in institutions for the mentally retarded. 
The Consent Decree required renovation of Belchertown 
State School's physical plant, increased staffing, 
increased program capacity, and development of 
community alternatives. In Minnesota, Welsch v. 
Likins, 1974, established that "confinement without 
treatment is probably cruel and unusual punishment, 
under the 8th Amendment to the Constitution" 
(President's Commission on Mental Retardation, 1974, p. 
40). It was also ordered that the state must actively 
develop and provide appropriate community services. 
The private suit, Horecek v. Exon (Nebraska, 
1973), established the principle that parent's and 
their children may or may not have consistent 
interests, therefore a parent's commitment of such 
children to an institution cannot be viewed as 
voluntary on the part of the child. This is presently 
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relevant, as institutions are closing, and some parents 
are fighting to keep their children institutionalized. 
The Court's ruling stated that the final decision on 
placement does not rest with the parent (President's 
Commission on Mental Retardation, 1974). 
In Wisconsin, it was discovered in Weidenfeller 
v* Kidulis, in 1974, that institutionalized persons 
with mental retardation were forced to perform 
"nontherapeutic labor" for which they were not 
reimbursed. The Court ruled that these people had a 
constitutional right to treatment, and that they must 
be paid for nontherapeutic work under the Fair Labor 
Standards Act (President's Commission on Mental 
Retardation, 1974). These court decisions reaffirmed 
the constitutional rights of institutionalized persons 
to services, as part of due process, and to the right 
to be free from involuntary servitude. 
Educational Opportunity 
The Civil Right's Movement, often thought of in 
terms of racial and ethnic groups, also led to landmark 
educational decisions, affecting the lives of 
institutionalized children. Brown v. Board of 
Education (1954), required desegregation of Public 
Schools. It overturned the prevailing educational 
policy of "separate but equal." Much litigation 
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evolved from this ruling. One major case in 1972, was 
the Pennsylvania Association for Retarded Children v. 
Commonwealth of Pennsylvania (PARC). The decision of 
that court led to congressional action (P.L. 93-380, 
Education Amendments of 1974) requiring "all states to 
develop plans for providing public education to every 
handicapped child regardless of degree of defect" 
(President’s Commission on Mental Retardation, 1977, p. 
100). The consent order also established "due process 
procedural protections" for a child before he/she is 
labelled mentally retarded, and the opportunity for 
hearings and periodic evaluations when changes in 
educational status are planned. The court stated: 
All mentally retarded persons are capable of 
benefitting from a program of education and 
training... the greatest number of retarded 
persons, given such education and training, 
are capable of achieving self-sufficiency and 
the remaining few, with such education and 
training, are capable of achieving some 
degree of self-care... a mentally retarded 
person can benefit at any point in his 
life and develop from a program of education 
(President’s Commission on Mental 
Retardation, 1977, p. 100). 
Mills v. Board of Education (1972) built upon, 
and expanded the ruling of the PARC case. This was a 
class action suit brought before the court in the 
District of Columbia. The plaintiffs were children who 
were denied placement in publicly supported educational 
programs, because of alleged behavioral, physical or 
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emotional handicaps (Friedman, 1976). The court agreed 
that the plaintiffs could not be excluded from public 
educational programs, and reestablished the concepts of 
equal educational opportunities, and hearings prior to 
change or exclusion from programs. The court decision 
also stated that no handicapped child may be excluded 
from a regular public school assignment unless the 
child is provided (a) adequate alternative educational 
services suited to the child's needs, which may include 
education or tuition grants, and (b) a constitutionally 
adequate prior hearing and periodic review of the 
child's status, progress, and adequacy of any 
educational alternative" (President's Commission on 
Mental Retardation, 1974, p. 11). 
The issue of compensatory education for 
developmentally delayed adults, previously denied an 
education, was addressed in Lebanks v. Spears 
(Louisiana, 1973). The court ruled that persons who 
are beyond school age, but were denied education when 
they were of school age, are entitled to compensatory 
educational programs (President's Commission on Mental 
Retardation, 1974). Since most institutionalized 
persons were denied an education as children, this 
decision had an important impact on them. The same 
educational precedent was ordered in Wyatt v. Stickney 
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(1972, amended to Wyatt v. Alderholt in 1974). The 
Federal Court ruled that residents of institutions 
'shall have a right to receive suitable educational 
services regardless of chronological age, degree of 
retardation, or accompanying disabilities or handicap" 
(Friedman, 1976, p. 104). All institutionalized 
persons now had the right, previously denied, to 
receive an education. 
Sterilization Legislation 
Sterilization of developmentally disabled 
individuals in institutions began during the eugenics 
movement of the late nineteenth and early twentieth 
centuries. The term eugenics was first used in 1883 by 
Sir Frances Galton who defined it as "the study of 
agencies under social control that may improve or 
impair...future generations either physically or 
mentally" (Levine, 1980, p. 1). This theory, which 
grew out of the Mendelian principles of heredity and 
Social Darwinism, was divided into two distinct parts; 
positive eugenics, or the encouragement of reproduction 
of the biologically fit, and negative eugenics, the 
restriction of reproduction of those considered 
mentally or morally defective. Studies such as the 
Jukes, and the Kallikaks, provided "scientific" 
evidence that criminal activity, moral degeneracy, and 
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retardation were interrelated and directly passed from 
generation to generation. Mentally retarded persons 
became viewed as a major cause of society's ills 
(Levine , 1980). 
In 1898, J. Madison Taylor wrote in Hints to 
Officers of Institutions for the Feeble-Minded, that: 
Undoubtedly much harm results from a 
cultivation or even retention of sexual 
instincts (in the feeble-minded). The 
conclusion seems clear, then, that it is 
wise, when in doubt, to remove the 
organs which the sufferers are unfit to 
exercise normally (p. 81). 
It was also suggested that marriage be restricted. 
Professionals from the Association of Officers of 
American Institutions for the Feeble-Minded, the 
National Conference of Charities and Corrections, the 
Prison Congress, and the Medico-Psychological Society 
met in 1899 to discuss the subject of "preventing 
marriage of certain defectives" (Rogers, 1899, p. 195). 
Although no suggestions for legislation were 
formulated, it was conceded that "at the present time, 
neither an insane, nor feeble-minded, nor epileptic 
person should marry" (Rogers, 1899, p. 195). 
The first compulsory sterilization law was enacted 
in Indiana in 1907. Previous to this law, 
sterilizations were secretly performed in institutions 
in several states. The Indiana law was later declared 
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unconstitutional, as were similar statutes. The case 
of Buck v. Bell produced the first sterilization 
law (The Virginia Sterilization Act of 1927) to be 
upheld as constitutional by the United States Supreme 
Court (Lindman & McIntyre, 1961). Carrie Buck was a 
"feeble-minded" girl, committed to the State Colony for 
Epileptics and Feeble-minded at Lynchburg, Virginia, in 
1924. The superintendent of the colony presented a 
petition to sterilize Carrie, alleging that she had the 
mind of a nine-year-old, was the parent of a mentally 
defective, illegitimate child, and was the daughter of 
a woman previously committed to the same institution. 
Carrie’s state-appointed guardian appealed the decision 
on the basis of denial of equal protection and 
substantive and procedural due process. Supreme Court 
Justice Oliver Wendell Holmes held that neither clause 
of the fourteenth amendment was violated. He wrote: 
It is better for all the world, if instead of 
waiting to execute degenerate offspring for 
crime, or to let them starve for imbecility, 
society can prevent those who are manifestly 
unfit from continuing their kind. The 
principal that sustains compulsory 
vaccination is broad enough to cover cutting 
fallopian tubes ... Three generations 
of imbeciles are enough (Levine, 1980, 
p. 6) . 
The decision in Buck v. Bell spurred on the 
eugenics movement, and gave rise to twenty new 
sterilization statutes in the next ten years. By the 
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1930s, however, scientists were beginning to doubt the 
validity of the eugenic research. In 1936, the 
American Neurological Association issued a report 
stating that environmental factors were as important as 
genetic factors in causing handicaps. Hitler then took 
genetic sterilization practices to their extreme. 
Influenced by these factors, Supreme Court Justice 
William 0. Douglas ruled Oklahoma’s sterilization 
statute unconstitutional in Skinner v. Oklahoma in 
1942 (Levine, 1980). Following that decision, other 
state sterilization laws began to be repealed. The 
Virginia Sterilization Act of 1927, the first 
sterilization law to be ruled constitutional, was not 
repealed until 1968. 
Federal Laws 
Section 504 of the Rehabilitation Act of 1973 
(P.L. 93-112) was the first Federal statute 
guaranteeing disabled people freedom from 
discrimination on the basis of handicap, and equal 
opportunity in all activities and programs funded by 
the Federal government (Brager, Tagliareni, & Palames, 
1979). The language of the Act was almost identical to 
that in the Civil Rights Act of 1964, and the Education 
amendments on sex discrimination of 1972. Important to 
Section 504 was the accessability of programs. In 
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respect to institutions, that meant that buildings 
needed to be made accessible when possible, and if not 
possible, then the programs offered in those buildings 
had to be made available elsewhere for residents unable 
to attend them. Section 504 also required that 
administrators operating programs for institutionalized 
persons shall ensure that each qualified handicapped 
person in it's program or activity, be provided an 
appropriate education" (Federal Register, 1977, p. 
22685). This was the first Federal law demanding 
education within the institution. 
The Developmental Disabilities (D.D.) and Bill of 
Rights Act of 1971 (P.L. 94-103), later amended in 1978 
(P.L. 95-602), mandated that developmentally disabled 
persons, living in institutions and receiving funding 
under that act, be provided with individualized 
services, in the form of an individualized service 
plan, and that an annual review of such plans be 
conducted each year (Gardner, et al, 1978). 
In 1973, the Social Security Act was amended to 
include developmentally delayed individuals under Title 
XIX (P.L. 92-223). Title XIX went beyond the D.D. Act, 
in requiring quarterly as well as annual updates of 
resident’s progress, interdisciplinary teams attending 
Annual Review meetings, and specific and detailed 
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rights of all developmentally delayed individuals 
receiving Medicaid funding. The Annual Review meeting 
was defined as being "a joint review of the status of 
each resident by all relevant personnel, including 
personnel in the living unit, with program 
recommendations for implementation” (DHEW, 1974, p. 
2227). Title XIX very specifically spoke of 
professional and direct-care staff involvement in 
client programs. Although professional staff have 
historically had final control of resident goals and 
plans, Title XIX seemed to want to guarantee 
direct-care involvement. In section 219.13(B)(ii), it 
states: 
members of the living unit staff from all 
shifts shall participate in appropriate 
referral, planning, initiation, coordination, 
implementation, follow-through, monitoring, 
and evaluation activities relative to the 
care and development of the resident (DHEW, 
1974, p. 2228). 
Public Law 94-142, the Education for All Children 
Act also had a major influence in the institution. 
Title XIX required habilitation, but not specifically 
education. In 1978, P.L. 94-142 ensured all 
handicapped children, aged three to eighteen, the 
fundamental right to a free and appropriate public 
education. In 1980, the age limit was extended to 
twenty-one. Local education agencies became 
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responsible for providing an education to all children 
residing in an institution located within their school 
district (Gardner, 1978). 
Similar to the Individual Program or Service Plan 
(IPP, ISP), mandated in Title XIX, P.L. 94-142 required 
an Individual Education Plan (IEP). Parents were 
invited to these meetings, as well as other service 
providers. In the institution, that meant that 
children between the ages of three and twenty-one had 
to have both IEP and ISP meetings annually and 
quarterly, so that both educational and residential 
services could be decided upon and documented. These 
have become joint meetings, with two chairpersons, and 
large attendance rosters. 
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Participation and Decision-Making in the ISP/IEP Team 
In order to understand what is actually happening 
within the ISP and IEP meeting, this section contains a 
review of the published literature on these conferences 
with regard to both the processes themselves and their 
outcomes. Handicapped children, and handicapped adults 
receiving Federal Medicaid benefits under Title XIX, 
must have, respectively, an IEP or ISP prepared each 
year. Further, relevant Federal laws (P.L. 94-142 and 
P.L. 92-223) specify that such plans be prepared at 
meetings which include the handicapped individual, 
parents, guardians, or family members, appropriate, 
local, educational authorities, in the case of 
children, and other individuals representing various 
disciplines involved in service provision to the 
handicapped individual. While P.L. 92-223 (Title XIX) 
does specify that "interdisciplinary teams" participate 
in such conferences, P.L. 94-142 specifies the 
attendance of parents, teachers, and local educational 
authorities but leaves greater discretion to state laws 
in the inclusion of other participants. However, 
conference participants are typically referred to as 
"teams". 
The literature has focused on conference 
participation by various individuals within IEP and ISP 
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teams, especially parents and teachers, the relative 
status of various group members, the relationship 
between status and satisfaction with meeting outcomes, 
and the relative merits of group, versus individual, 
decision-making. Research methods included 
questionnaires, group observations, review of records, 
interview, and simulation; questionnaire was the 
most frequently employed method. Virtually all of the 
available literature concerned IEP, rather than ISP, 
meetings. 
Individual Participation 
Studies of individual participation attempted to 
measure the presence, or absence, of various categories 
of potential participants, the amount of discussion 
engaged in by those participants, and the types of 
verbal inputs supplied. Yoshida, Fenton, Kaufman, and 
Maxwell (1978a) sent questionnaires to 1,526 planning 
team members in Connecticut, to determine which 
activities they thought parents should participate in 
during the planning team conference. Out of 24 
activities considered, only two were deemed appropriate 
for parents by more than 50% of the respondents; 
gathering information, and presenting information. It 
was considered acceptable for parents to influence 
others to accept a specific program by 29.1% of the 
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respondents, and only 36.7% thought that parents 
should be involved in reviewing the continued 
appropriateness of the student’s educational program. 
Data for this study were collected in 1976, not long 
sfter the implementation of P.L. 94—142. It would seem 
that at that time, the parent was viewed by other team 
members as a source of information, not as one who 
should be involved in the decision-making process. 
Yoshida and Gottleib (1977) developed a model of 
parent participation that they believed could be used 
by school systems to include parents more fully in the 
IEP conference. Parents were described as either 
"passive participants" who are only asked for 
information at meetings and not included in decision 
making, or "active participants" who suggest placements 
and instructional methods when appropriate, and 
evaluate proposals made by the team in terms of their 
own child. They stated that schools should treat 
parents as active participants, and in so doing, "the 
parents would have a voice in the decision making 
apparatus equal to those of school personnel" (p. 19). 
The authors did not state, however, how this was to be 
achieved. Two strategies to improve parent 
participation in IEP conferences were tried by 
Goldstein and Turnbull (1982). The first strategy 
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involved sending questions about goals, for their 
child, to parents, before the meeting, followed by a 
phone call; in the second, guidance counselors 
advocated for parents during the conference. Meetings 
were then observed with parental input coded. The 
parents with the advocate were found to participate 
significantly more than those in a control group; the 
first strategy was not successful. 
The first instance of observational research 
involving parent participation in the IEP meeting was 
done by Goldstein, Strickland, Turnbull and Curry in 
1980. Fourteen conferences were observed with verbal 
interactions coded at two minute intervals. They found 
that at the conferences observed, resource teachers 
spoke twice as often as parents. At only two 
conferences did the parent have the most speaking 
citations, and both parents were fathers. In all the 
conferences, the authors stated, the IEP was written in 
advance of the meeting, primarily by the resource 
teacher. Seven IEP meetings were cancelled because the 
parent could not attend. They were then either 
rescheduled, or the completed document was sent to the 
parent without their attendance. This does not meet 
the legal requirements of P.L. 94-142. If IEP s are 
conferences, the parent's possible completed prior to 
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involvement in decision making would have to be 
minimal. 
Although attendance at IEP meetings was found to 
vary in relation to the student’s age and disability 
(Scanlon, Arick & Phelps, 1981), parents and special 
education teachers were shown to have high attendance. 
Psychologists attended to a greater degree when older 
students were involved, and class room teachers 
attended with more frequency for younger students. The 
handicapped student’s participation dramatically 
increased with chronological age from 14.5% for 8-10 
year olds, to 41.7% for those 17 years old and older. 
It was also found that students who were deaf, blind, 
or physically handicapped, had the highest rate of 
classroom teacher IEP attendance. 
Similarly to parents, classroom teachers have been 
largely ignored in the decision making process. 
Junkala (1977) investigated the relationship between 
student assessment information provided by classroom 
teachers, and the subsequent special education 
placement decisions made by the IEP team. He did this 
by reviewing the records of 165 students who had 
received core evaluations in 13 schools. Results 
showed that classroom teacher’s recommendations about 
student placement were not enacted by the team. The 
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only pupil variables that related significantly to the 
placement decision was the student's WISC I.Q. score. 
This study was performed at the time when P.L. 94-142 
was initially being implemented. Future investigators 
might want to duplicate this study, with a larger and 
more diverse sample, to determine whether teacher 
involvement has changed since that laws enactment. 
In a more recent study (Ysseldyke, Algozzine, & 
Allen, 1982) 24 placement teams were observed with 
verbal inputs recorded at 10 second intervals. The 
researchers found that teachers only participated on 
the average of 27% of the time, and that most of their 
comments dealt with either classroom data or 
"subjective/irrelevant information." During the 24 
meetings, teachers were asked for their recommendations 
only 9 times. It would seem that both classroom 
teachers, and parents, have been given, or have 
assumed, the role of supplying information, rather than 
that of making decisions, at IEP conferences. 
Only one group of researchers have addressed 
individual participation in the ISP meeting. Bailey 
and Helsel-DeWert (1981) produced a rating scale titled 
Rating Individual Participation in Teams (RIPT) which 
was tested at an institution for the mentally retarded 
(Bailey, Helsel-DeWert, Theile, and Ware, 1983). The 
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scale was designed to allow an observer to rate 
individual participation on fourteen aspects of meeting 
participation falling under the more general areas of 
providing information, participating in the group 
process, distractions, and nonverbal behavior. Team 
participants were rated high in providing information 
and distractions, and low in all the other categories 
that involved the cooperative efforts of the members. 
Although little research has been done on the ISP 
process, this first attempt shows the similarities in 
the type of verbal inputs supplied by participants in 
IEP and ISP team conferences. 
Role, Status, and Satisfaction 
One of the factors found to effect team 
participation is status. Each member has a set of 
expectations of how each of the other members should 
act, and these expectations are an important 
determinant of team effectiveness (Golin & Ducanis, 
1981). Yoshida, Fenton, Maxwell, and Kaufman (1978) 
found that the role expectations and status of planning 
team members established prior to meetings had a strong 
positive correlation to participation during meetings. 
Administrators and psychologists, deemed high in 
status, reported high participation and satisfaction 
with team decisions. Regular classroom teachers 
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reported low participation, and were generally not 
satisfied with the results. In two articles concerning 
IEP conference participants (Gilliam, 1979; Gilliam & 
Coleman, 1981), questionnaires requesting role and 
status rankings of 15 categories of participants were 
completed before and after the meeting by 130 team 
members. Psychologists and special education teachers 
were regarded as most influential on both pre-and post 
questionnaires; parents were regarded as very 
influential before meetings but not after while special 
education supervisors were seen as uninfluential before 
meetings but as more important after the meeting had 
been attended. It appears that the two articles were 
based upon the same data. In a study by Trailor 
(1982), role clarification was taught to see if it 
would have an effect on member participation and 
status. In the control group, psychologists spoke 
31.7% of the time, classroom teachers contributed 16.7 
% of the time, and parents spoke only 7.9% of the time. 
In the experimental group, all team members were 
trained in the teacher's duties as a team member, and 
the teachers, themselves, defined their own role in the 
team process. At the conferences attended by the 
experimental group, the classroom teacher became the 
major contributor, with other member’s contributions 
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becoming more equalized. Trailor concluded that "role 
clarification activities have powerful effects on 
teacher participation during team meetings" (p. 530). 
McCorcle (1982) also studied participation and found 
that when specific individuals were included in 
meetings’ agenda items, their participation increased. 
Goldstein, Strickland, Turnbull, and Curry (1980), 
observed IEP planning team conferences which they 
described as "the resource teacher taking the 
initiative to review the already developed IEP with the 
parent" (p. 283). Although, in that kind of situation, 
the planning team participants were not involved in 
decision making, they all reported high satisfaction 
with the conference. The authors conjectured that the 
high degree of reported satisfaction was an inflated 
score, possibly due to lack of knowledge of the purpose 
of the IEP, or to parent’s relief that services were 
being made available to their child. 
In an unpublished study (Bailey, Theile, Ware, & 
Helsel-DeWert, 1982), professionals, paraprofessionals, 
and direct-care staff were observed at 23 team 
conferences. The RIPT scale (Bailey, et al., 1981) was 
used to measure participation. Professional staff were 
found to contribute most, with direct-care staff having 
the fewest speaking citations. The status, or 
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perceived importance, or unimportance of the staff, 
directly related to their participation at the meeting. 
Team Effectiveness 
Few studies have dealt with team effectiveness, 
per se, as it is a concept composed of many entities 
and variables. Woodcock (1979) describes the 
characteristics of effective teamwork as situations in 
which there is clear agreement about, and an 
understanding of, the roles and objectives for each 
team member, where all participants feel ownership of 
the decisions made, and where the team regularly 
reviews it’s priorities. Using this definition, 
research does not indicate that the individuals 
involved in the IEP conference are acting as effective 
teams. Parents and teachers do not seem to have a 
clear understanding of their roles in the process, they 
are rarely involved in decision making at the team 
meeting, and placement decisions are often decided in 
advance of the meeting by one or two individuals, with 
teachers' recommendations being ignored. Thus, there 
is no evidence that decisions made at such "team" 
conferences are better than, or even different from, 
those made before P.L. 94-142. 
Pfeiffer (1982) attempted to demonstrate the 
superiority of team, as opposed to individual, 
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decision-making, but without success. Utilizing the 
modified Rucker-Gable (1974) Educational Placement 
Scale, 102 educational evaluators made placement 
decisions both individually and in groups of three. 
Results indicated that group decisions were less 
variable, and placement decisions less restrictive, 
than those made by individuals. Pfeiffer interpreted 
those results to mean that team decision-making was 
superior to individual decision-making. The only 
conclusion that can be made from this research, 
however, is that groups of educational evaluators make 
better placement decisions than individual educational 
evaluators if one defines "better" as the author did, 
less restrictive and less variable. Since the group 
members were not representative of IEP or ISP teams, 
generalizations cannot be made from one situation to 
the other. 
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Data — Based Conflict Management in Individual Service 
Plan Teams 
Individual Service Plan (ISP) teams, like other 
organizational groups that meet to make decisions, may 
be impeded, or completely stopped by the discordant 
sounds of conflict. Conflict in ISP teams occurs when 
there are two or more incompatible proposals concerning 
an objective or plan. To manage conflict in these 
situations, it is desirable, but not necessary to 
satisfy all parties involved in the disagreement. What 
the team needs to do, is make the best choice for the 
resident being reviewed, under the specific 
circumstances involved. A decision must be made; 
therefore the team needs some decision making rules. 
Looking to literature to find such rules, one 
finds conflict resolution discussed in the context of 
industrial groups (Louis, 1976; Caffarella, 1984), 
politics (Osgood, 1962), and personal disputes (Gordon, 
1970; Gottman, Notarius, Gonso, & Markman, 1976). 
Compromise, bargaining, and ”splitting the difference 
are often suggested as a means of settling differences. 
In these forms of conflict resolution, neither party 
wins or loses, and each participant can leave feeling 
relatively good about the results (Blake, Shepard, & 
Mouton, 1964). Fisher and Ury (1983) describe classic 
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negotiation as "each side taking a position, arguing 
for it, and making concessions to reach a compromise" 
(p. 3). Cohen (1980) and Levin (1980) both ascribe to 
the "win-win" system of conflict resolution. In this 
strategy each party tries to find out what the other 
side wants, shows them how to get it, and still attains 
their own goals. Warschat (1980) does state, however, 
that in "win-win" negotiations, a bottom line is rarely 
invoked. Weiss-Wik (1983), also advocating for a 
"win-win" outlook, states that it should be accepted 
that in negotiation, everyone should gain something in 
the end. Similar to the "win-win" approach, is 
Osgood's (1962) "graduated reciprocated unilateral 
initiatives for peace" in which each side gives small 
amounts at a time, with peace offerings being announced 
in advance. 
What appeared to be most important to resolving 
conflict in much of the literature was that each side 
of the disagreement left the meeting feeling that they 
had gained something and had, in a sense, won. 
Compromise and give-and-take seemed essential. Most 
methods described were general and idealistic. Few 
authors (Deutsch, 1973; Fisher & Ury, 1983) were 
specific as to how results could be achieved. Deutsch 
states that conflict can be limited and controlled by 
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specific procedures and rules for conducting 
negotiations. He contends that adherence to the rules 
will be more likely when the rules are known, clear, 
unambiguous, and consistent; rules are not perceived to 
be biased against one’s own interests, others adhere to 
the rules, violations are quickly known by significant 
others, and there is significant social approval for 
adherence and disapproval for violations. 
Fisher and Ury proposed a five step conflict 
management theory entitled negotiated agreement. The 
authors advise that contending team members "1) do not 
bargain over positions, 2) separate the people from the 
problem, 3) focus on interests, not positions, 4) 
invent options for mutual gain, 5) insist on using 
objective criteria” (1983, p. 15). Although this 
method might be useful for some types of negotiation, 
inventing options for mutual gain would rarely be 
appropriate when deciding an ISP—related conflict. In 
that situation, one is not looking for mutual gain but 
for client gain. In step three, separating the people 
from the problem, the authors state that in positional 
bargaining, emotions should be acknowledged as 
legitimate and each side should be allowed to "let off 
steam". Acknowledging emotions at the ISP meeting 
would be counterproductive. Aside from distracting the 
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team away from the immediate problem, dealing with 
client objectives and plans, it is time consuming in a 
situation with predetermined time limits. 
The ISP Team 
Although possibly useful in the situations for 
which they were written, none of the aforementioned 
methods of conflict resolution would be appropriate for 
settling differences in ISP conferences. First, each 
ISP involves the same type of goal, developmental 
progress of a person for whom each team member bears 
some responsibility. Second, ISP teams are also unique 
in their makeup and function. They are mandated by 
Public Law 92-223, Title XIX (U.S. Department of 
Health, Education, and Welfare, 1977) as to how often 
they meet, who is required to attend, the 
qualifications of the team chairperson, and the nature 
of the product they must produce. An Individual 
Service Plan (ISP) is written as a result of these 
meetings, which directly addresses the services to be 
provided to an individual for an entire year. How 
conflicts are resolved in these conferences can 
determine which services are provided, who will provide 
them, how often, and whether they may contribute to 
progress or failure. All of these goals are for an 
individual who may or may not be at the meeting. This 
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same individual is often not capable of contributing 
his needs and desires. Therefore, unlike all the other 
conflict situations discussed in the literature, the 
happiness of the opposing sides in ISP related 
conflicts are important, but not essential. The 
essential element is that the resultant plans reflect 
client progress toward whichever goal is being 
discussed. It is this third silent party to the 
conflict, that makes conflict management at ISP 
meetings a unique process. 
4 
Also distinguishing ISP teams from other 
organizational teams, is that all the participants must 
sign the Individual Service Plan, giving their approval 
or disapproval to the completed document. Because of 
this federally mandated procedure, all team members 
must take sides in any conflict situation, as they are 
taking partial responsibility for the results. There 
has been no literature to date, suggesting methods to 
resolve these conflicts, that will work within the 
context of state and Federal regulations, that will 
always keep the ultimate goal of client progress in the 
forefront, and that is rational and workable within 
mandated time frames. 
Conflict Management Procedures 
Pruitt & Carnevale (1980), in describing their 
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model of "flexible rigidity", state that to attain a 
jointly beneficial agreement both parties must be rigid 
about their basic goals, as lowering them produces a 
compromise that will be neither acceptable nor durable. 
However, both parties must also be flexible about how 
to reach their goals. This concept appears to be 
applicable to the ISP situation in which the basic goal 
of client progress cannot be compromised. Thus, the 
shared goal, at least in the ultimate sense, should be 
emphasized in the conflict situation since work on a 
shared goal increases the mutual respect of antagonists 
(Rubin & Brown, 1975; Sherif, 1958). Janus and Mann 
(1977) have discussed the notion of "optimizing", 
described as selecting the course of action with the 
highest payoff; in this case the highest payoff for the 
client. Optimizing requires that all possible 
alternatives be studied in terms of benefits and costs. 
Such an analysis requires empirical data. According 
to Argyris (1973), in order to make and implement 
effective decisions, it is necessary to use valid 
information described as minimally attributive, 
evaluative, and contradictory. 
The system called Data Based Conflict Management 
(DBCM) maintains the elements of an inflexible, 
overriding goal, client progress, while remaining 
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flexible with regard to secondary goals and methods, 
and requiring that decisions be made on the basis of 
the best available data. DBCM must also be used within 
the context of Title XIX requirements which include the 
following: (a) an Individual Service Plan, revised 
annually, (b) quarterly reviews of progress, (c) a 
group of professionals, representing various 
disciplines, chaired by a Qualified Mental Retardation 
Professional (QMRP) who meets specified requirements, 
and (d) the annual collection of information for the 
annual review report. The QMRP must evaluate the 
adequacy of information collected, has regular access 
to team members, and has major responsibility for 
managing conflicts at ISP-related meetings. Therefore, 
it is proposed that the QMRP be prepared to employ the 
following steps of DBCM as conflicts arise. 
1. Identify the conflict as involving objectives or 
interventions. 
2. Operationalize a broad goal, involving client 
progress, and reinforce both parties for agreeing 
to such a goal. 
3. Contending parties are then asked to present 
objective information supporting their respective 
positions. This information is listed for team 
scrutiny. Non-empirical statements are excluded. 
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4. Similarities and differences in the lists are 
marked; the chairperson restates agreements and 
pinpoints specific, data—based, disagreements. 
5. If the information provided is clearly disparate, 
the team chooses the more compelling position; if 
both sets of data are convincing, the team will 
attempt to incorporate the best elements of both; 
if neither position is adequately supported, both 
contenders are given the opportunity to set up 
empirical tests and report the results within a 
three month period. 
6. If a final decision cannot be reached, the new 
evidence is evaluated at the quarterly meeting, 
with regard to client progress, and a course is 
chosen. 
The Role of the Chairperson 
By virtue of frequent access to other team 
members, the chairperson is able to learn about 
impending conflicts and begin the management process 
before such conflict arises at a formal team meeting. 
Boulding (1962) and Walton (1969) believe that the 
biggest problem in conflict control is catching the 
conflict early, before it develops into unmanageable 
proportions. Thus, the team chairperson can initiate 
the first three steps of the process, perhaps engaging 
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in some of Henry Kissinger’s "shuttle diplomacy", prior 
to an ISP meeting. It is, therefore, possible to have 
identified potential conflicts and established ground 
rules for their solution without having to engage in a 
public confrontation. It is also possible to have team 
members agree to overall goals, specifically define the 
area of conflict, and focus on the data required for a 
decision. Finally, emotional responses can be 
prevented from public occurrence by making clear that 
only data-based proposals will be reinforced and by 
reinforcing both parties for areas of agreement. 
Data-based conflict management can help remove the 
reliance on unsupported opinion, vague feelings, 
professional rivalries, and personal animosities. It 
enables the establishment of decision rules which can 
be universally applied and which can be independent of 
professional label or rhetorical skill. This process 
maintains team attention on the needs of the client 
rather than the needs of team members to win an 
argument. If winning the conflict is important to 
contending parties, the behavior which leads to 
reinforcement is collection of good data rather than 
good arguing. Since potential conflicts will be 
settled on the basis of data, collection of such data 
becomes an important activity throughout the year, thus 
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enabling better evaluation of client programs. While 
it is not always possible to produce conclusive 
evidence or eliminate all subjectivity, such a 
procedure can serve to focus all team members on the 
need for objective support for any position and to make 
verifiable client progress the best argument. 
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Conclusions 
There are many similarities between IEP and ISP 
conferences. Both are mandated by law to meet at least 
annually to plan and review objectives and programs, 
both require interdisciplinary teams, and many 
categories of meeting participants are the same. 
Classroom teachers are the direct service providers for 
their students but are largely ignored at IEP 
conferences. Direct care staff at institutions and 
community programs perform an analogous function but 
without the professional identification of teachers. 
Although they, too, have information to contribute, 
there is no evidence concerning any effect of direct 
care staff on decision-making at ISP conferences. 
Bailey, et al. (1982) have shown a positive 
correlation between position in the job hierarchy and 
participation in the ISP conference. Thus it might be 
expected that direct-care staff would play even less 
of a role in ISP decision making than do teachers. 
Conflict is another topic that has not yet been 
addressed in the context of planning team meetings. 
Although conflict situations are difficult to observe 
in non-experimental conditions, the outcomes of such 
research might lead to more productive conferences. 
Before a model such as Data-Based Conflict Management 
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o1 d bs tested, a baseline status of conflict 
management techniques employed by ISP chairpersons 
needs to be assessed. Further, it would be interesting 
to discover whether certain disciplines engage in more 
conflict behavior than others. 
On the positive side, observational research of 
ISP meetings could determine whether certain discipline 
people collaborate more during meetings, by providing 
suggestions and support for objectives and plans 
outside of their own expertise. 
CHAPTER III 
Method 
Purpose of the Study 
This study was designed to investigate several 
aspects of the Annual Review meeting at a state 
institution for people with mental retardation and the 
dynamics of team decision making as related to the 
production of resident objectives and plans. Of 
specific interest were the types and amounts of verbal 
comments made by participants, the manner in which 
disagreements are settled, the percentage of time each 
core team member is in attendance at each Annual Review 
meeting observed, and the perceived relative influence 
of the physician, psychologist, social worker, nurse 
practitioner, direct-care worker, nurse, instructor, 
chairperson, and parent/guardian. Although 
participation and its relationship to participant 
status has been studied at Individual Education Plan 
meetings (Gilliam, 1979; Yoshida, Fenton, Maxwell, & 
Kaufman, 1978; Goldstein, Strickland, Turnbull, & 
Curry, 1980; Ysseldyke, Algozzine, & Allan, 1982), only 
one group of researchers (Bailey, Theile, Ware, & 
He1se1-DeWert, 1982) have evaluated the differential 
contributions of Individual Service Plan team members 
during Annual Review meetings at an institution. 
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Furthermore, the issue of clinical and direct-care 
time spent in meetings, rather than in direct client 
contact, has not been addressed in the literature. 
Meeting times are variable, having in the past ranged 
from one to three hours. It is important to determine 
the reasons for such variance, and if meetings are 
being run efficiently, are client centered, and if all 
participants are involved in the decision-making 
process. 
Limitations of the study 
There are three limitations to this study. First, 
the sample was limited to one institution for people 
with mental retardation. Second, each team was only 
observed once. Future investigators may choose to 
obtain multiple observations for each team, to 
determine typical participation across time. Last, 
meetings involving guardians or family members were 
specifically excluded as their presence adds another 
variable that should be investigated separately. 
Development of Coding Categories 
The present investigation was an observational 
study of Individual Service Plan teams in a public 
residential facility for people with mental 
retardation. An observational code was developed by 
the researcher, to examine the relative behaviors of 
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representatives of various disciplines in their legally 
mandated interactions at Annual Review meetings. 
Category selection was based on extensive observations 
of team meetings by the researcher, and by 
incorporating categories used by other investigators 
(Bailey, Helsel-DeWert, Theile, & Ware, 1983; Yoshida, 
Fenton, Maxwell, & Kaufman, 1978; Yoshida, Fenton, 
Kaufman, & Maxwell, 1978; Ysseldyke, Algozzine, & 
Allan, 1982; Armer & Thomas, 1978). The following 
categories were included; providing information, 
requesting information, collaborative comments, making 
statements about other clients by name, verbal 
conflict/disagreement, off-task behavior, procedural 
comments, attending/nonverbal, and opinion. Refer to 
Table 1 for definitions of these categories. 
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Table 1 
Speaking Category Definitions 
Category Definition 
Providing information Simple declarative 
statements about the client 
Requesting information Asking for information or 
data about the client 
Collaborative comments Statements or questions 
involving agreement with, or 
providing assistance to, a 
staff member in another 
discipline 
Using names of other Any statement or question 
clients specifically referencing 
another client now or 
previously at the 
institution 
Verbal conflict/ Negative comment, or 
disagreement response to negative 
comment. Examples at Annual 
Review meetings include 
disagreement about 
statements of fact, client 
need, and staff assignments 
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Category Definition 
Off-task behavior Whispering, jokes, side 
conversations, and writing; 
also comments not related to 
immediate subject of the 
meeting 
Procedural comments Providing general, 
non-client-specific 
information involving the 
conduction of the meeting, 
itself; instructions 
Attending/nonverbal Attending to task; listening 
to other speakers; not 
engaging in any off-task 
behavior, however, no 
verbalizations during 
recording interval 
Opinion Any statement of personal 
belief. Examples include 
statements beginning with I 
think, I feel, I believe, in 
my opinion, or in my point 
of view 
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Rationale and Strategies for Category Selection 
The categories were selected by the researcher for 
specific reasons. Providing information is needed if 
decisions are to be formulated at the meeting. 
Requesting information and collaborative comments are 
necessary to implement an interdisciplinary approach, 
in which discipline persons from various fields work 
together to develop objectives and plans (Gardner, 
Long, Nichols, & Iagulli, 1980). Teams have been told 
to implement this approach at the institution 
observed. Sharing information is the primary reason 
for convening the Annual Review meeting. Making 
comments about other clients by name was included 
because ISP meetings are supposedly client specific. 
Mentioning other clients by name is a breach of 
confidentiality. Conflict has never been studied at 
ISP meetings. The category was included to help 
determine which disciplines engaged in conflict 
behaviors during meetings, and how these conflicts were 
managed. To do this, conflict was further divided into 
the categories of voting, compromise, abdication, 
emotional pleas, decision in favor of most empirical 
evidence, political force from powerful team or 
non-team member, decision of chairperson, delayed 
decision, and no decision (Blake, Shepard, & Moulton, 
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1964; Fisher & Ury, 1983; Cohen, 1980; Levin, 1980; 
Weiss-Wik, 1983; Deutsch, 1973). Refer to table 2 for 
definitions of these conflict management categories. 
Category 
Voting 
Compromise 
Abdication 
Emotional 
Table 2 
Conflict management Techniques 
Definition 
Chairperson, by hand or voice 
vote, polls team members and 
accepts majority decision 
(Win-Win) - Parts of each 
proposal are accepted, or an 
entirely different 
alternative is agreed to 
When one party in the 
conflict gives up 
pleas Threatening dire physical 
consequences or great mental 
distress 
Decision in favor of 
empirical evidence 
Charts, graphs, or other 
forms of objective data 
showing status of client 
Definition 
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Category 
Political force Administrative person (Unit 
Director, Assistant Unit 
Director, Resource Head), 
guardian, or physician comes 
to meeting and declares what 
will be done 
Decision of chairperson Decision made without input 
from team, or contrary to 
what team persons are 
recommending 
Delayed decision Further steps are assigned 
No decision No resolution is reached 
Off-task behavior (i.e.; whispering, side 
conversations, jokes, writing) was also included to 
determine whether team members were engaging in 
behaviors that could be disruptive to effective team 
functioning. Writing was included because team members 
were observed writing progress notes and assessments 
for other clients on their caseload, during Annual 
Review meetings. Since, at the institution studied, 
all pertinent meeting information was written on the 
blackboard by the chairperson, with copies later 
distributed to all team members, any writing during the 
meeting was considered inappropriate. The category, 
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procedural comments, was added after the initial 
training of observers. After viewing an IEP team 
meeting tape and recording categories, it was 
determined by the researcher and a trained observer, 
that many comments of the chairperson were not actually 
providing information about the client, but providing 
information about the rules and structure of the 
meeting. Therefore, the procedural category was added. 
Attending to task, non-verbally, is a large part of 
any meeting. Listening to other speakers is an 
important component in formulating decisions. Since 
everybody cannot speak at once, this category was 
included. The researcher also wished to know whether 
people were listening, or engaging in off-task behavior 
during their non-speaking times. 
The last category, opinion, or subjective 
information, was added after the second training 
session. The researcher observed two Quarterly Review 
meetings at the institution, with two other raters to 
check the reliability of training. After the first 
meeting it was determined that the category ’’opinion 
needed to be added, since it did not fit into any of 
the other categories, and it could be a determinant in 
the resolution of conflict. 
Another part to the research was a paired 
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comparison study to determine the perceived relative 
influence in the institution, of the physician, 
psychologist, social worker, QMRP, nurse practitioner, 
nurse, instructor, and direct care worker, regarding 
client related matters. Bailey, Thiele, Ware, and 
Helsel-DeWert did a similar study in 1982, however, 
they divided their categories into professionals, 
paraprofessionals, and direct care workers. By 
dividing the categories into all the core-team members 
mandated to attend Annual Review meetings, by Title XIX 
regulations, more information can be ascertained about 
the perceived power structure in the institution. 
Content Validity 
The validity of these categories, as ISP team 
member behaviors during Annual Review meetings, was 
verified by five experts in the field: supervisors in 
psychology, social work, nursing, speech therapy, and a 
team chairperson, at the institution being observed. 
They have been supervisors and ISP team members from 
two to nine years. They were all given a Likert-style 
questionnaire (see "Validity Questionnaire’ in 
Appendix C) listing the nine categories with their 
definitions, and were asked whether, in their 
experience as team members, they had observed those 
behaviors at Annual Review meetings. Responses were 
87 
recorded on a five point scale ranging from very often 
to never. They were also asked to decide if the 
definitions comprised a comprehensive list of staff 
behaviors exhibited during Annual Review meetings. 
The five reviewers unanimously agreed that they 
had observed all nine behaviors at Annual Review 
meetings. They also agreed that the nine categories 
comprised a comprehensive list of staff behaviors at 
meetings. The supervisor of communication services 
also reviewed all the categories of speech to determine 
whether any were missing in the categories described, 
and decided that all verbal statements could be 
recorded in one of the nine categories. 
Hypotheses 
The following null hypotheses were addressed in 
this study : 
1. There are no differences in the mean number of 
speaking citations, for each of the nine groups of 
participants observed at Annual Review meetings, for 
each of the following categories: 
a) Providing information about the client 
b) Requesting information 
c) Collaborative comments 
d) Making comments about other clients by name 
e) Conflict 
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f) Off task behavior 
g) Procedural 
h) Attending/nonverbal 
i) Opinion 
as measured by the mean and standard deviation of 
speaking or behavior responses recorded, in each of the 
above categories, for each of the disciplines observed. 
2. There are no differences in the techniques used to 
manage conflict in any of the Annual Review meetings 
observed, as measured by the Behavioral Observation of 
Teams System, in which observers, upon resolution, or 
discontinuation of conflict situations at meetings, 
code the conflict management techniques used by teams 
into the following categories: 
a) Voting 
b) Compromise 
c) Abdication 
d) Emotional pleas 
e) Decision in favor of most empirical evidence 
f) Political force from powerful team or non-team 
member 
g) Decision of chairperson 
h) Delayed decision 
i) No decision 
3. There are no differences in the number of core team 
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members attending entire Annual Review meetings, as 
measured by the percentage of time each team member is 
in attendance at each Annual Review meeting observed. 
4. There are no differences in the mean number of 
speaking citations for each discipline, as measured by 
the mean and standard deviation of all speaking 
citations across categories, for each of the 
disciplines observed. 
5. There are no differences in how each member of the 
Annual Review Team is perceived, by all other members 
of the team, in terms of influence in client related 
matters, as measured by a paired comparison 
questionnaire. 
Statistical Analysis 
Mean percentages for intervals during which 
behaviors were observed, and standard deviations were 
computed for hypothesis 1, 3, and 4. A Kruskal-Wallis 
analysis of variance (Marascuilo & McSweeney, 1977) was 
calculated for all the speaking categories in 
hypothesis 1 to determine whether there were job group 
differences. This nonparametric test was chosen due to 
the heterogeneous group variances resulting from the 
large percentage of zero scores in some of the groups. 
Group differences for hypothesis 4 were tested with an 
analysis of variance using job titles as treatments and 
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the 10 group meetings as blocks. Tukey’s method was 
used to calculate pairwise contrasts. 
Hypothesis 2, conflict, was measured by the coding 
of conflict management techniques into nine categories. 
A correlation was calculated between number of 
conflicts and length of meeting, to determine whether 
there was a relationship between conflict and increased 
meeting time. 
For hypothesis 5, the method of paired comparisons 
(Edwards, 1957; Guilford, 1954) was used to produce an 
interval scale showing perceived relative influence, in 
terms of client related decisions, of the 9 disciplines 
represented at ISP meetings. This method has been used 
to scale a variety of stimuli including children’s 
incentive objects (Haaf, Feldstein, & Witryol, 1970) 
and aversive treatment methods used in the treatment of 
aggressive and self-injurious behaviors (Feldstein & 
Feldstein, 1986). In addition to the computation of 
scale values, the Case V values were calculated for 
internal consistency (Guilford, 1954). Kendall's 
coefficient of consistence was computed for each 
subjects responses to assure intra-subject 
consistence. Kendall’s coefficient of agreement was 
also computed, to determine whether there was inter¬ 
subject agreement on the scale values (Edwards, 
1957) . 
Sample 
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Ten distinct Annual Review team meetings at a 
state institution for people with mental retardation, 
were observed. All participants in the meetings, 
including the chairpersons, completed a questionnaire 
(see attachment A) just before the start of the 
meeting. During the meeting, observers coded the 
responses of the psychologist, nurse practitioner, 
social worker, instructor, QMRP chairperson, nurse, and 
direct-care person into eight categories related to 
meeting participation. The nurse practitioner and 
nurse were coded separately because of their differing 
roles in the meeting. Physicians too are team members, 
according to Department of Mental Health regulations, 
but they rarely attend meetings, delegating their 
responsibilities to nurse practitioners. 
There was no identification of meeting 
participants or residents, since the data of interest 
were classes of responses categorized by job title, not 
by individual. Meetings involving guardians or family 
members were specifically excluded as such presence 
added another variable which should be investigated 
separately. 
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Procedure 
Team chairpersons were contacted prior to Annual 
Review meetings to schedule observations. If a parent, 
guardian, or client was planning to attend the meeting, 
a future date to observe was set. 
At the start of the meeting, one observer 
distributed a paired comparison questionnaire (see 
Appendix A) to each meeting participant, and read aloud 
directions. Each meeting participant was requested to 
circle, for each pair of job titles, the one whose 
opinion they believed to be more important in making 
decisions about client’s lives, and whose opinion was 
more likely to be followed by other staff members in 
the institution. When the questionnaires were 
completed, an observer collected them. Chairpersons 
then began the Annual review meeting. When 
introductions were made, they were documented by 
discipline on a seating chart, by an observer. The 
start time of the meeting was also noted. 
Behaviors were then recorded through the use of 
a behavior sampling technique. The time spent 
observing each discipline person was divided into equal 
units, each unit of ten second duration. The sequence 
of observing QMRP, psychologist, direct-care worker, 
social worker, nurse practitioner, teacher, and nurse, 
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continued throughout the meeting. If more than one 
verbal statement occurred during the ten second 
interval, only the last one occurring was recorded. 
There was no effort made to record every response. It 
is assumed in behavior sampling, that those behaviors 
that are recorded will, over a period of time, be a 
representative sample of all the behaviors that occur 
in that observation period (Mash, Terdal, & Anderson, 
1973). Upon completion of the meeting, the time was 
again recorded. 
Reliability 
Inter-rater reliability data was taken during five 
of the ten meetings. The data were collected by two 
trained observers, experienced in data collection, and 
the researcher. A single signaling device provided 
simultaneous auditory cues to both observers. To be 
counted as an agreement, events had to be coded 
identically by subject and category (Patterson & Reid, 
1970). To facilitate the coding of behaviors, a list 
of nine verbal categories, and nine conflict 
management techniques were operationally defined, and 
observers received training in identifying each 
category when heard. The percent of agreement was 
tabulated for each team observed by two coders, and for 
each category. Reliability was calculated by dividing 
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agreements by agreements plus disagreements, multiplied 
by 100. 
Study results for the five Annual Review meetings, 
had inter-rater reliability at 96.6%. Inter-rater 
reliability for the nine categories was 95.2% for 
providing information, 97.5% for requesting 
information, 93.5% for collaborative comments, 100% for 
making comments about other clients by name, 100% for 
conflict disagreement statements, 95.4% for off-task 
behavior, 100% for procedural comments, 98.5% for 
attending/nonverbal, and 88.6% for opinion. 
Training 
Training occurred in two sessions. During the 
first training session, an IEP team meeting tape was 
viewed by the researcher and each of the assistants, 
and reliability data taken. There was not enough data 
recorded in each category to do inter-rater 
reliability, therefore reliability data during training 
included all categories combined. Inter-rater 
reliability for the researcher (A) with observer 1 (B) 
was 75%. A new category, "procedural,” was added. 
Inter-rater reliability for the researcher with 
observer (C) was 100%. The second training session 
took place at the institution that was examined in the 
study. Two quarterly review meetings were observed, 
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and data taken. Inter-rater reliability for A-B was 
87%, and A-C was 88%. 
CHAPTER IV 
Results 
The findings of this study are presented under 
five major headings corresponding to the five null 
hypotheses detailed in Chapter 3. The results are 
reported according to the following sequence: 
Behavior of team members during meetings; 
Conflict management techniques; 
Attendance at meetings; 
Group differences in speaking citations; 
Perceived influence of relevant disciplines. 
Behavior of Team Members during Meetings 
Observations of team members during meetings were 
classified into 9 categories. The mean percentages of 
observation intervals during which each of the 
categories was observed, across subjects and meetings, 
are presented in Table 3 along with standard 
deviations. 
Mean percentages are arranged in descending order 
of observed frequency. There was one other category 
which involved reference to residents other than the 
one under discussion but that type of comment was not 
observed during any observation interval. As shown in 
the table, more than 80% of observation intervals did 
not contain any relevant verbal behavior by meeting 
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Table 3 
Mean Percentages of Observation Intervals Containing 
each of the Behavioral Categories 
Observation category Mean Standard deviation 
Nonverbal 61.52 22.28 
Not present 11.15 24.09 
Off task 9.67 10.73 
Provide information 6.04 4.75 
Procedural 3.64 9.21 
Collaborative 2.91 1.85 
Opinion 2.62 3.23 
Request information 2.15 3.84 
Conflict 0.38 1.04 
participants. The most frequent form of verbal 
behavior was providing information, observed during an 
average of 6.04% of intervals. The individual to be 
observed was not present at the meeting during an 
average of 11.15% of intervals. The between subject 
variability was quite high, accounting for the large 
standard deviations in the not present, off task, and 
procedural categories. While conflict was of major 
interest in this study, it was very rarely observed, 
with a mean of less than 1% of intervals. 
Tables 4 through 11 contain the mean percentage of 
intervals during which 8 categories of behavior were 
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observed for each of the 7 types of meeting 
participants. Standard deviations are included as 
well. Table 4 includes mean percentages of intervals 
Table 4 
Mean Percentage of Intervals for Providing Information 
Title Mean Standard deviation 
QMRP 11.41 15.75 
Social Worker 7.66 4.26 
Psychologist 7.56 5.76 
Nurse Practitioner 7.08 3.71 
Instructor 6.22 4.54 
Nurse 1.55 2.58 
Direct Care Worker 1.14 1.99 
during which various team members were observed to be 
providing information about the resident under 
discussion. Table 4, as those to follow, is arranged 
in descending order of the mean value. 
In order to determine whether job groups differed 
on the number of intervals for which this category was 
observed, a Kruskal-Wallis analysis of variance by 
ranks (Marascuilo & McSweeney, 1977) was performed. A 
nonparametric test was selected due to the 
heterogeneous group variances which resulted from the 
large percentage of zero scores in some of the groups. 
The derived H of 29.18 was significant as it exceeded 
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the value of chi-square (6, 0.95) = 12.59, 2_ < .05. 
Similar tests were performed for several of the 
individual categories; all such tests were corrected 
for tied ranks. Pairwise contrasts were tested using 
multiple confidence-interval procedures for the 
Kruskal-Wallis test (Marascuilo & McSweeney, 1977); 
these tests were also corrected for tied ranks. None 
of the job groups differed significantly from one 
another, using the .05 confidence level, on the 
providing information category. 
Mean percentages of intervals during which team 
members were observed to request information about the 
resident are shown in Table 5. This category was 
Table 5 
Mean Percentage of Intervals for Requesting Information 
Title Mean Standard deviation 
QMRP 9.19 4.93 
Social Worker 2.20 2.60 
Psychologist 2.1A 2.99 
Nurse Practitioner 0.83 1.50 
Instructor 0.43 0.92 
Direct Care Worker 0.26 0.82 
Nurse 0.00 0.00 
less likely to be observed than the previous one and 
found in less than one percent of intervals for 
was 
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four of the seven job titles. The Kruskal-Wallis 
analysis of variance by ranks was performed and yielded 
a statistically significant result, H_ =37.75, < 
.005. Four pairwise contrasts were significant 
indicating differences between team chairpersons and 
nurses, direct care workers, instructors, and nurse 
practitioners, £_ < .05 in each case. 
Table 6 contains mean percentages of intervals 
during which team members were observed to make 
collaborative comments, by verbally agreeing with, or 
providing assistance to staff members in other 
Table 6 
Mean Percentage of Intervals for Collaborative Comments 
Title Mean Standard c 
Psychologist 5.51 4.81 
QMRP 4.77 4.28 
T nstructor 2.86 3.79 
Nurse Practitioner 2.50 3.24 
Social Worker 2.32 3.14 
Direct Care Worker 1.36 2.43 
Nurse 1.03 2.17 
disciplines. All seven job titles were observed to 
collaborate, with the psychologist helping other team 
members the most often. The between subject 
bility for the psychologist and the QMRP was high, var la 
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with ranges for intervals observed from zero to 12.5, 
and zero to 15.4, respectively. While results of the 
Kruskal-Wallis test were significant, H_ = 12.74, £. < 
.05, none of the pairwise comparisons reached the 
.05 level of statistical significance. 
Conflict statements were recorded in five out of 
the ten meetings observed. Table 7 shows the mean 
percentage of intervals during which team members were 
observed in conflict. Conflict was the least observed 
Table 7 
Mean Percentage of Intervals for Conflict 
Title Mean Standard deviation 
QMPvP 0.85 1.49 
Social Worker 0.80 1.69 
Psychologist 0.68 1.23 
Nurse Practitioner 0.20 0.66 
Nurse 0.19 0.60 
Instructor 0.00 0.00 
Direct Care Worker 0.00 0.00 
category, and was found in less than one percent of 
intervals for all seven job titles. The instructor and 
direct care worker were not observed exhibiting any 
conflict behaviors during the recording intervals. The 
Kruskal-Wallis test was not calculated because 60 of 
the 70 data points were zeros. 
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Table 8 provides the mean percentage of intervals 
during which team members were observed to engage in 
Table 8 
Mean Percentage of Intervals for Off-Task Behavior 
Title Mean Standard deviation 
Instructor 14.50 12.69 
Psychologist 14.21 11.85 
Social Worker 13.48 5.38 
Nurse Practitioner 11.46 12.73 
Nurse 9.06 13.58 
QMRP 3.41 3.75 
Direct Care Worker 1.55 2.58 
off-task behaviors, such as whispering, joking, 
inappropriate writing, and private conversations not 
related to the immediate subject of the meeting. The 
direct care worker displayed the least off-task 
behavior, with none observed during recording intervals 
in six out of the ten meetings. All the professional 
staff showed a high level of off-task behavior. A 
large portion of the off-task behavior observed was 
inappropriate writing. The Kruskal-Wallis test 
indicated the presence of differences between groups, 
H = 22.28, £_ < .005, but only the contrast between 
social workers and direct care workers reached the .05 
level of confidence. 
Mean percentage of intervals during which team 
members were observed to make procedural comments are 
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shown in table 9. The QMRP chairing the meeting 
Table 9 
Mean Percentage of Intervals for Procedural Comments 
Title Mean Standard deviation 
QMRP 23.35 11.87 
Social Worker 0.96 1 . 77 
Psychologist 0.72 1.24 
Direct Care Worker 0.26 0.82 
Instructor 0.25 0.79 
Nurse 0.00 0.00 
Nurse Practitioner 0.00 0.00 
was observed, as expected, providing the most 
procedural statements. In fact, during almost one 
quarter of observed intervals, the chairperson was 
involved with procedure. Few other procedural comments 
were recorded for other team members. The psychologist 
and the social worker were observed providing 
procedural statements during recording intervals in 
three meetings, the direct care worker and the 
instructor during one meeting, and the nurse and nurse 
practitioner, not at all. The Kruskal-Wallis test was 
not calculated because, aside from the QMRP, only 8 
out of the remaining 60 were recorded. All data points 
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the rest were zeros. 
The most frequent form of observed behavior was 
attending/nonverbal. In this category, as shown in 
table 10, intervals in which meeting participants were 
observed to not speak, but at the same time, were in 
attendance and did not engage in any off-task 
behaviors, were documented. 
Table 10 
Mean Percentage of Intervals for Attending/Nonverbal 
Title Mean Standard deviation 
Instructor 72.31 14.30 
Social Worker 70.43 13.03 
Nurse Practitioner 67.10 11.89 
Nurse 61.45 30.67 
Direct Care Worker 59.71 37.54 
Psychologist 57.42 58.40 
QMRP 42.19 10.24 
The Kruskal-Wallis test was performed and the 
derived H_ of 18.15 was statistically reliable, 
2_ < .01. However, the only groups to differ 
significantly, at the .05 level, were instructors and 
team chairpersons with instructors most likely to be 
observed with no verbal behavior. 
The last category of behavior observed during the 
ten meetings was opinion. Table 11 contains the mean 
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percentage of intervals during which team members were 
observed to express opinions. The QMRP contributed 
Table 11 
Mean Percentage of Intervals for Opinion 
Title Mean Standard deviation 
QMRP 4.83 3.74 
Instructor 3.54 3.79 
Psychologist 3.34 2.41 
Nurse Practitioner 3.08 3.51 
Social Worker 2.16 3.32 
Nurse 1.22 2.15 
Direct Care Worker 0.19 0.60 
the most opinion statements, while opinion was observed 
being suggested by a direct care worker in only one 
meeting. There were no significant pairwise contrasts 
between groups despite the significant outcome of the 
Kruskal-Wallis test, H_= 17.07, p_< .01. 
Conflict Management Techniques 
Conflict situations were observed a total of 11 
times during 6 of the 10 meetings. Three of the 
conflict management techniques described in table 2, 
voting, political force, and abdication, were not used. 
Compromise was employed 3 times, the most often of all 
approaches. Emotional pleas, empirical evidence, and 
no decision, were employed equally, 2 times each. Two 
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categories, decision of the chairperson, and delayed 
decision were each observed one time. Although the 
number of conflicts observed was small, it seems 
evident that the chairpersons were not working by any 
consistent conflict management rules, and employed a 
variety of methods including making no decision at all. 
The time in minutes of the meetings ranged from 51 
bo 135. The shortest meeting had no conflicts 
observed, and the longest meeting had 3. There was a 
positive correlation between number of conflicts and 
length of meeting, = .815, df = 8, p_< .01. 
Attendance at Meetings 
In the 10 conferences observed, the mean number of 
participants was 10.8 (range 8 - 13). Only 2 teams had 
full representation of Title XIX mandated participants 
for the entire meeting. Table 12 contains the mean 
percentage of intervals during which team members were 
observed to be missing from the meeting. 
In two out of the 10 meetings there was no direct 
care worker representation, and in one of the meetings 
the nurse was not represented. All the rest of the 
data signifies mean percentages of recording intervals 
during which the participant left the meeting, then 
returned. Therefore, although most meeting 
participants signed the attendance sheet as present, 
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Table 12 
Mean Percentage of Intervals Not in Attendance, by Job 
Group 
Title Mean Standard deviation 
Direct Care Worker 35.53 40.53 
Nurse 25.49 31.70 
Psychologist 8.96 18.21 
Nurse Practitioner 7.69 12.51 
Social Worker 0.43 1.35 
Instructor 0.00 0.00 
QMRP 0.00 0.00 
the amount of time they were in the meeting varied. 
Only the Instructor and the QMRP chairperson attended 
10 complete meetings. 
Group Differences in Speaking Citations 
The percentages of intervals during which 
participants displayed any type of relevant verbal 
behavior, that is, the sum of all categories with the 
exceptions of non-verbal and off task, and intervals 
when absent from the meeting, were determined for each 
individual. Means and standard deviations of verbal 
behavior, by job group, are shown in Table 13. 
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Table 13 
Mean Percentages of Intervals Containing All Speaking 
Categories, by Job Group 
Title Mean Standard deviation 
QMRP 54.41 10.64 
Psychologist 19.67 12.77 
Social Worker 16.09 11.19 
Nurse Practitioner 13.72 9.56 
Instructor 13.30 9.12 
Nurse 3.99 6.64 
Direct Care Worker 3.21 5.44 
While team chairpersons were observed to be 
speaking during more than half the observation 
intervals, on average, no other group had a mean as 
high as 20%. Two groups, nurses and direct care 
workers, were engaged in any of the group discussion 
categories for fewer than 4% of their observation 
intervals. Group differences were tested with an 
analysis of variance using job titles as treatments and 
the 10 group meetings as blocks. There were 
statistically significant group differences, F_ (6,54) 
= 29.57, 2. < *001. Pairwise contrasts, using Tukey’s 
method, revealed that psychologists engaged in more 
verbal behavior than nurses and direct care workers, 
2_ < .05 in each case, and that team chairpersons 
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engaged in more verbal behavior than any of the other 
job groups observed, < .05 for all tests. 
Perceived Influence of Relevant Disciplines 
The paired comparisons questionnaire was completed 
by 76 of the 77 team members present for the 10 
meetings. Scale values were computed according to 
Guilford’s (1954) Case V assumptions. The Case V 
solution was justified since the absolute average 
discrepancy was only .025, indicating internal 
consistency of the scale values. The resulting 
interval scale is shown in Figure 1. Although never 
present at a meeting, the physician was rated as having 
the most influential opinion, followed most closely by 
the nurse practitioner, the person who typically 
represents the physician at team meetings. The only 
others in the top half of the scale are the 
psychologist and parent/guardian, clustered together, 
despite the fact that meetings with parents/guardians 
in attendance were specifically excluded from the 
study. The greatest distances within the scale 
involved those between the psychologist and 
parent/guardian and nurse and QMRP clusters, and the 
direct care worker and instructor, the latter forming 
the scale's anchor position. 
To determine whether individual team members were 
no 
responding in a random fashion on the paired 
comparisons task, Kendall's coefficient of concordance 
(Edwards, 1957) was computed for each questionnaire. 
Obtained values ranged from .23 to 1.0, with 1.0 
denoting perfectly consistent responding. The mean 
coefficient, for all participants, was .843, SD = .194. 
Associated chi-square tests were non-significant 
indicating that none of the participants could be 
classified as inconsistent in their responding. 
Kendall's coefficient of agreement (Edwards, 1957) 
was computed in order to determine the degree to which 
the 76 participants agreed on their judgments. The 
obtained value of .361 was statistically significant, 
chi-square = 1040.46, df_= 37, p_ < .01. Thus, judges 
showed a significant degree of agreement. 
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Figure 1 
Interval Scale of Meeting Participants’ Perceived 
Influence on Client—Related Decisions 
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Chapter V 
Discussion 
The purpose of this study was to observe behavior 
within ISP teams and to determine perceptions of 
influence as scaled by team members. The results had 
implications for the apparent assumptions underlying 
the system prescribed by law, as well as for the 
operation of the system itself. Legal requirements 
imply that planning for the habilitation of 
developmentally disabled persons is best done by groups 
of professionals and caregivers, representing different 
points of view, and under conditions of regular, formal 
interchange of those views. It is implied in Title XIX 
of the Social Security Act that such groups will work 
as integrated wholes, and that the various points of 
view will be respected within the group. It was 
assumed by the lawmakers who developed the mandates 
governing Individual Service Plan teams, that differing 
points of view would result in group decisions which 
serve the best interests of the client. Finally, Title 
XIX implies that the planning done by the "team” will 
be translated into primary influence on the life and 
development of each disabled person. The implications 
of this study are presented under the following 
headings : 
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Participant behavior at Annual Review meetings; 
Conflict resolution; 
Attendance and the legally constituted team; 
Perceived influence in the institution; 
Implications for future research. 
Participant Behavior at Annual Review Meetings 
The Social Security Act of 1973, specifies that 
handicapped adults receiving Federal Medicaid benefits 
under Title XIX, must have an Individual Service Plan 
prepared yearly by an interdisciplinary team. It was 
assumed by those enacting that Act that if a variety of 
people working with the client were represented at the 
Annual meeting, then decisions would be jointly made. 
The interdisciplinary nature of the Annual Review 
meeting does, in theory, provide the opportunity for 
team members to contribute equally, however, the 
results of this study confirm prior research (Bailey, 
Theile, Ware, & Helsel-DeWert, 1985; Gilliam & Coleman, 
1981; Goldstein, Strickland, Turnbull & Curry, 1980; 
Yoshida, Fenton, Maxwell, & Kaufman,1978; Ysseldyke, 
Algozzine, & Allan,1982) that suggests variations in 
the amount and kind of participation, by job group. 
The most frequently observed behaviors at Annual 
Review meetings were nonverbal and off task. Only 
17.74% of observation intervals, as documented in Table 
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3, contained relevant verbal behavior by the 
participants. When this small percentage of verbal 
Parbicipation is further divided by job groups, it 
becomes evident that very few team members contributed 
much commentary to the meetings. 
QMRP chairpersons appeared to verbally dominate 
these conferences. They were observed to provide the 
most information, ask the most questions, make the most 
procedural comments, and offer the most opinions. They 
also engaged in the most conflict, and were observed to 
make the second most number of collaborative comments. 
Overall, they were observed to speak during more than 
50% of the observation intervals, twice as often as any 
other team member. 
Psychologists were the second most verbal members 
of the team and the most collaborative. Social 
workers, nurse practitioners, and instructors, all 
provided similar amounts of information to the 
meetings. Nurses and the direct care workers 
contributed the least information, asked the fewest 
questions, provided the fewest collaborative comments, 
and offered the least opinions. These findings concur 
with Bailey's (1985) research that indicates 
paraprofessional and direct care staff provide less 
information, seek less information, and suggest goals 
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less often than professional staff. 
Researchers studying IEP teams (Yoshida, Fenton, 
Maxwell, & Kaufman, 1978; Algozzine & Allan, 1982) have 
documented that regular education teachers show low 
participation, and are generally not satisfied with the 
planning team process. For example, in an 
observational study of IEP team meetings, Algozzine and 
Allan (1982) reported that individual teacher 
participation ranged from 3% to 82%, and the majority 
of teacher comments dealt with classroom data. Most of 
the instructors at the facility observed were not 
trained teachers, but direct care workers given another 
title and different duties. Yet, they contributed in 
the middle range for all verbal categories and never 
participated in conflict situations. Prior 
observational research of teams (McCordle, 1982) has 
suggested that individuals with agenda items speak more 
than those not on the agenda. One of the new duties 
these instructors have been given is writing 
assessments. The differences between the number of 
verbal inputs of the direct care worker and the 
instructor may be related to this new responsibility. 
Title XIX very specifically requires 
interdisciplinary, rather than multidisciplinary, 
teams. In order to be considered interdisciplinary, a 
116 
team must interact as an integrative whole. This does 
not seem to be the case in the meetings observed. 
Although there was some collaboration seen, results 
that indicate true integration and collaboration did 
not occur. 
Conflict Resolution 
An inevitable outcome of groups meeting together 
to make decisions is occasional disagreements. In the 
present study, conflict was observed a total of 11 
times in 6 of the 10 meetings. The most often used 
conflict management technique, compromise, was employed 
by chairpersons 3 times. Emotional pleas, empirical 
evidence, and no decision, were considered equally, 2 
times each. Two categories, delayed decision, and 
decision of the chairperson, were each observed once. 
The use of voting, political force, and abdication, 
were not observed during any conflict situations. 
Although the number of disagreements observed was 
small compared to the amount of total meeting time, 
there appeared to be no consistent conflict management 
rules followed within the teams. The specific 
disagreements observed in this study concerned 
individual resident’s objectives, programs, and plans. 
Since, as is often the case, neither the resident nor 
his representative attended any of the observed 
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meetings, the team, as a whole, became the advocate for 
the client. Therefore, it became essential for the 
welfare of the client that they solve conflicts in the 
most effective manner possible. 
If disagreements are settled by arguing without 
resolution, as was the case in 2 instances, or are 
resolved on the basis of emotion rather than fact, the 
best interests of the resident are not being served. 
To better respond to resident needs during conflict, a 
consistent, unambiguous set of decision rules, based on 
empirical evidence, needs to be adopted; one that 
reinforces data-based agreements, and removes reliance 
on unsupported opinion (Argyris, 1973; Deutsch, 1973; 
Fisher & Ury, 1983). 
Attendance and the Legally Constituted Team 
Researchers studying IEP teams have documented 
participant attendance either by their arrival at the 
meeting, or by the signed attendance sheet (Goldstein, 
Strickland, Turnbull, & Curry, 1980; Pugach, 1982). 
However, the arrival of conference participants does 
not necessarily imply attendance for the entire 
meeting, nor does the mere arrival of a team member 
comply with the implications associated with the 
legally mandated team under Title XIX. 
Data on attendance, in this study, was documented 
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by recording the mean percentage of 10 second intervals 
each conference participant was not in attendance 
throughout each meeting. Results indicated that only 2 
of the 10 teams observed had full representation of 
Title XIX mandated participants for the entire meeting. 
Direct care workers were missing from meetings during 
one third of recording intervals, and were missing from 
2 meetings completely. Nurses were not in attendance 
during one fourth of recording intervals, and there was 
no nursing representation in 1 of the 10 meetings. 
Psychologists, nurse practitioners, and social workers, 
were represented at all 10 meetings, but were not in 
attendance at the conferences for varying amounts of 
time. Only chairpersons and instructors were observed 
to attend 10 complete meetings. 
Thus, the signing of an attendance sheet at the 
beginning or end of a meeting does not always signify 
full attendance. If a team member who is signed as 
present is elsewhere when important client related 
decisions are being made, then the intent of the law is 
not actually being upheld. 
Perceived Influence in the Institution 
Team members rated physicians as being most 
influential in making client-related decisions. While 
nominally classified as members of the team, no 
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physician attended an observed meeting; attendance by 
physicians is virtually unheard of within the 
institution studied. Of those present at meetings, 
nurse practitioners, assigned to represent medical 
matters in leiu of physicians, were regarded as most 
influential. However, mean intervals during which any 
speaking by nurse practitioners was observed were under 
14%, less than that for three other groups and 
considerably less than that for the chairperson 
(54.41%). In fact, participation by nurse 
practitioners was equal to that of instructors, the 
group rated as least influential of all. Conversely, 
verbal participation by nurses averaged less than 4% of 
intervals yet their rated influence fell near the 
midpoint of the paired comparisons scale and was equal 
to that of team chairpersons whose verbal participation 
was, by far, the greatest. Thus, physicians, and those 
associated with physicians, continue to be perceived as 
most influential despite the fact that physicians no 
longer serve as institutional superintendents and 
nurses are no longer in charge of all day-to-day 
activities on the ward. 
Perceived influence of psychologists fell below 
that of both physicians and nurse practitioners and was 
proportional to their average verbal participation. 
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Their position is also in line with historical trends 
within institutions. However, the position of 
psychologists on the paired comparisons scale was 
virtually equal to that of parents/guardians although 
the latter group was not represented at the observed 
meetings. The position of parents/guardians does show 
a change from their historical role which was often one 
of complete nonparticipation in the lives of 
institutionalized persons. 
Overall, the major effect of Title XIX appears to 
be in the introduction of parents/guardians into the 
planning process. However, the influence of guardians 
may exist outside of the formal meeting procedure and 
is likely due to their power to approve or disapprove 
of plans made by ISP teams and their recent willingness 
to exert political power on behalf of institutionalized 
persons. Otherwise, influence appears to be 
apportioned much as it has throughout the history of 
institutions. Despite the scientific advances in 
understanding developmental disabilities and the 
development of effective educational and behavioral 
treatment technologies, medical personnel have 
maintained their predominant roles and have done so 
independently of Federal laws and requirements. 
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Implications for Future Research 
Parents, guardians, family members, and other 
advocates attend some, but certainly not all, ISP 
meetings. Such meetings were specifically excluded 
from the present study since the researcher assumed 
that such presence would change the group dynamics. 
That assumption should be tested by comparing meetings 
with and without parents/guardians, both with regard to 
interactions within the meeting and the types of 
decisions made. However, such a comparison would 
require a rather large number of meetings and should 
involve within-team comparisons under both meeting 
conditions. 
Repeated measurement within teams would provide 
benefits in addition to increasing sample sizes and 
enabling comparisons across conditions. It is likely 
that the presence of an observer had some effect on the 
behavior of team members. For example, it may be that 
conflict was inhibited in the presence of strangers 
whose presence was explicitly to observe team 
interaction. Repeated exposure to the observers might 
serve to disinhibit conflict within the teams. In 
fact, it may be that the rather low level of verbal 
participation was, at least in part, a function of the 
observation. Another approach to this problem might be 
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through repeated videotaping of meetings. However, 
problems of logistics and expense would make 
videotaping a very difficult enterprise. 
Although little conflict was actually observed, 
there was no evidence of rational methods for settling 
such conflict. In fact, there was no solution in 
several cases. This situation might be remedied 
through explicit training in data-based conflict 
management. Teams that were trained in this manner 
could be compared with others receiving no training, or 
undergoing a "placebo" training procedure. If 
successful, such training should lead to solutions 
which are client-centered, rather than based on staff 
feelings, and dependent on objective data. 
Another area of interest involves the effect of 
meeting participation on team members’ objectives and 
plans for the resident under discussion. Thus, 
participants might be asked to specify their objectives 
and plans, prior to the meeting, and these could then 
be compared with the decisions that actually become the 
service plan. If there is little change in pre- and 
post—meeting plans, the need for such a meeting, at 
least in its present form, would be called into 
question . 
APPENDIX A: QUESTIONNAIRE WITH PAIRED 
STIMULI PRESENTED TO EACH SUBJECT PRIOR TO 
MEETINGS. 
COMPARISONS 
OBSERVED ISP 
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Questionnaire 
The following questions are being asked as part of 
an appproved doctoral research project. It is not 
necessary to write your name on the form, as 
specific individuals or teams are not being 
studied. All information will remain confidential. 
Thank you for your assistance. 
Job t i 11 e___ 
Length of time on team_ 
Length of time in institution 
Listed below are pairs of titles representing job 
functions at the State School. For each pair, 
circle the one whose opinion is more important, 
that is, more likely to be followed by all other 
institutional staff, in making decisions about 
clients’ lives and programs. 
Remember to circle one member of every pair. 
There are no correct of incorrect answers. 
1. Physician or Psychologist 
2. Parent/Guardian or Nurse Practitioner 
3. QMRP or Nurse 
4. Instructor/Career Services or Social Worker 
5. Direct Care Worker or Physician 
6. Nurse Practitioner or Psychologist 
7. Nurse or Parent/Guardian 
8. Social Worker or QMRP 
9. Direct Care Worker or Instructor/Career Services 
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10. Physician or Nurse Practitioner 
11. Psychologist or Nurse 
12. Parent/Guardian or Social Worker 
13. QMRP or Direct Care Worker 
14. Instructor/Career Services or Physician 
15. Nurse or Nurse Practitioner 
16. Social Worker or Psychologist 
17. Direct Care Worker or Parent/Guardian 
18. Instructor/Career Services or QMRP 
19. Physician or Nurse 
20. Nurse Practitioner or Social Worker 
21. Psychologist or Direct Care Worker 
22. Parent/Guardian or Instructor/Career Services 
23. QMRP or Physician 
24. Social Worker or Nurse 
25. Direct Care Worker or Nurse Practitioner 
26. Instructor/Career Services or Psychologist 
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27. QMRP or Parent/Guardian 
28. Physician or Social Worker 
29. Nurse or Direct Care Worker 
30. Nurse Practitioner or Instructor/Career Services 
31. Psychologist or QMRP 
32. Parent/Guardian or Physician 
33. Social Worker or Direct Care Worker 
34. Nurse or Instructor/Career Services 
35. Nurse Practitioner or QMRP 
36. Psychologist or Parent/Guardian 
APPENDIX B: BEHAVIORAL OBSERVATION OF TEAMS SYSTEM 
1. DATA SHEET 
2. INSTRUCTIONS 
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Date_ Start time_i_ 
Team_ End time _i_ Observer. 
Codesi 1 = Provide information 2 * Request information 
3 * Collaborative comment 4 = Comment about other client, by name 
-Conflict feOff Task 7=Procedural 8^ttendlnT/nr,nv«rhBi -^Opinion_ 
During conflict, which of the following techniques were used? 
a)Voting_ b)Compromise---- 
rOAhriination d)Emotional pleas 
e) Deciaion in favor of most empirical evidence- 
f) Political force___ g)Decision of chairperson-- 
h)Delayed decision l)No decision---— 
Comments Seating Chart« 
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Instructions for Team Observers 
1. Ask QMRP to make sure that introductions of 
participants, by job title, are made at the 
beginning of the meeting. 
2. When introductions are made, chart them on the 
seating chart, by discipline, on the data sheet. 
3. Ask QMRP to tell you when team members have 
arrived, and she is ready for you to hand out the 
questionnaires. 
4. Explain observation and questionnaire to all team 
members. 
5. All in attendance receive questionnaire, including 
the QMRP. Read questionnaire instructions aloud. 
6. Collect questionnaires from team members as they 
finish them. Collect them all before you sit down 
in the rear of the room to take data. 
7. If conflict occurs at the meeting, make a check on 
the data sheet next to each conflict management 
technique used . 
8. When recording data, if more than one response 
occurs during the 10 second observation interval, 
only record the last response. 
9. Record one category for each observation interval. 
APPENDIX C: VALIDITY QUESTIONNAIRE 
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Validity Questionnaire 
Name_ 
Job Title 
Length of time as ISP team member__ 
This questionnaire was written to check the 
validity of types and categories of statements made 
at Annual Review meetings. In your extensive 
experience have you observed the following behaviors, 
as described by their definitions, at Annual Review 
meetings? Please circle either very often, often, 
sometimes, rarely, or never, after each category. 
Thank you. 
1. Providing information - Simple declarative 
statements about the client. 
Very Often Often Sometimes Rarely Never 
2. Req uesting inf ormation - Questions asking for 
information or data about the client. 
Very Often Often Sometimes Rarely Never 
3. Collaborative comments - Statements or questions 
involving agreement with, or providing assistance 
to, a staff member in another discipline. 
Very Often Often Sometimes Rarely Never 
4. Making comments about other clients by name - Any 
statement or question specifically referencing another 
client now or previously at the institution. 
Very Often Often Sometimes Rarely Never 
5. Conflict - Negative comment, or response to 
negative comment. Examples include disagreement 
about statements of fact, client need, and staff 
assignments. 
Very Often Often Sometimes Rarely Never 
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6. Off task behavior - Whispering, jokes, side 
conversations, writing, or statements and questions 
not related to the immediate subject of the meeting. 
Very Often Often Sometimes Rarely Never 
7. Procedural comments - Providing general, 
non-client specific information. Examples 
include introductions, and transitioning parts 
of the meeting. 
Very Often Often Sometimes Rarely Never 
8. Attending/nonverbal - Attending to task; 
listening to other speakers; not engaging in 
any off-task behavior however no verbalizations 
during recording interval. 
Very Often Often Sometimes Rarely Never 
9. Opinion - Any statement of personal belief. 
Examples include statements beginning with I 
think, I believe, I feel, in my opinion, or in 
my point of view. 
Very Often Often Sometimes Rarely Never 
Do the preceeding definitions comprise a 
comprehensive list of staff behaviors exhibited 
during Annual Review meetings? 
Yes No 
If not, what would you add? 
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